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CARING FOR THE VULNERABLE:
THE STATE OF SOCIAL WORK IN AMERICA

Tuesday, July 29, 2008
U.S. House of Representatives
Subcommittee on Healthy Families and Communities
Committee on Education and Labor
Washington, DC

The subcommittee met, pursuant to call, at 3:00 p.m., in room
2175, Rayburn House Office Building, Hon. Carolyn McCarthy
[chairwoman of the subcommittee] presiding.

Present: Representatives McCarthy, Shea-Porter, Yarmuth, and
Davis of Tennessee.

Staff Present: Tylease Alli, Hearing Clerk; Denise Forte, Director
of Education Policy; David Hartzler, Systems Administrator; Jes-
sica Kahanek, Press/Outreach Assistant; Deborah Koolbeck, Policy
Advisor, Subcommittee on Healthy Families and Communities;
Susan Ross, Director of Education and Human Services Policy;
Margaret Young, Staff Assistant, Education; Stephanie Arras, Mi-
nority Legislative Assistant; James Bergeron, Minority Deputy Di-
rector of Education and Human Services Policy; Cameron Coursen,
Minority Assistant Communications Director; Kirsten Duncan, Mi-
nority Professional Staff Member; and Linda Stevens, Minority
Chief Clerk/Assistant to the General Counsel.

Chairwoman MCCARTHY. A quorum is present, the hearing of the
subcommittee will come to order. Pursuant to committee rule 12(a)
any member may submit an opening statement in writing which
will be made part of the permanent record.

Before we begin I would like everyone to take a moment to en-
sure that your cell phones and BlackBerrys are on silent. We like
it when everybody looks in their pocketbooks and purses to make
sure it doesn’t go off.

I now recognize myself, followed by the Congressman Davis from
Tennessee, for an opening statement. I want to thank each and
every one of you for being here today for this informational hearing
on the state of social work in America.

Social work is a profession involving the education, treatment,
care, support, and often nurturing of vulnerable individuals and
families, with the objective of assisting or guiding them on how to
improve their lives.

The average person’s image of a social worker is someone who is
very passionate about what they do in the face of challenging, dif-
ficult, mean, horrific situations, and whose work results in life-
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changing experiences, all while being underpaid and under appre-
ciated.

I am not sure if this is exactly the case for each social worker
in America, and that is why we are having this hearing today, to
educate the subcommittee on the work of social work.

The year 2008 to 2009 edition of the Bureau of Labor Statistics
Occupational Outlook states that social work employment is ex-
pected to grow faster than average and that a Master’s Degree in
social work or related field has become standard for many posi-
tions. Further, it is expected that opportunities for employment in
the social work profession should be good in rural areas, competi-
tive in urban areas.

In the year 2006, there were 595,000 social workers, and that
number is projected to reach 727,000 by the year 2016. Each year
social work is expected to experience a growth of projected employ-
ment, with some areas expecting a larger increase than others. For
example, it is expected that as the Baby Boom generation ages that
there will be a greater demand for health and related services.
Clearly if you are a young person looking for job opportunities in
the future, social work is a field to consider.

However, that being said, most people don’t know what social
work is and what social workers do on a given day. Social workers
engage in many fields and in many locations, including working
with children, families, the elderly, those who are incarcerated or
at risk of incarceration, those facing serious or life-threatening ill-
ness, those with mental health or substance abuse challenges, and
with public health organizations and agencies.

Social workers also engage in public policy and government. We
have six social workers in Congress, including my colleague, Con-
gressman Shea-Porter, who is on the subcommittee here today.
Welcome.

I employ a licensed social worker on my staff in my district. It
was actually one of the first things I did because I had a feeling
that with the work that I was getting into it was going to need a
lot of hand holding and somebody that knew the way to get around,
giving the services to my constituents. I think that somehow nearly
all of us are connected to or have interacted with a social worker
in some capacity.

Today we will learn about the various fields of social work, an
overview of the profession, and perspectives on the state of the pro-
fession through the lens of educated, research diversity, and on-
the-ground experience.

Again, I want to thank each of you for attending the hearing,
and I look forward to your testimony.

Now I would like to introduce my colleague, Mr. Davis from Ten-
nessee, for his opening statement.

[The statement of Mrs. McCarthy follows:]

Prepared Statement of Hon. Carolyn McCarthy, Chairwoman,
Subcommittee on Healthy Families and Communities

I want to thank each of you for being here today for this informational hearing
on the state of social work on America.

Social work is a profession involving the education, treatment, care, support, and
often nurturing of vulnerable individuals and families with the objective of assisting
or guiding them on how to improve their lives.
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The average person’s image of a social worker is someone who is very passionate
about what they do in the face of challenging, difficult, and even horrific situations
and whose work results in life-changing experiences, all while being underpaid and
underappreciated. I am not sure if this is exactly the case for each social worker
in America, and that is why we are having this hearing today—to educate the Sub-
committee on the state of social work.

The 2008-2009 edition of the Bureau of Labor Statistics Occupational Outlook
states that social work employment is expected to grow faster than average and that
a master’s degree in social work or a related field has become standard for many
positions.

Furthermore, it is expected that opportunities for employment in the social work
profession should be good in rural areas and competitive in urban areas. In 2006
there were five hundred ninety-five thousand social workers and that number is
projected to reach seven hundred twenty seven thousand by the year 2016.

Each area of social work is expected to experience a growth 1n projected employ-
ment, with some areas expecting a larger increase than others. For example, it is
expected that as the Baby Boom generation ages that there will be a greater de-
mand for health and related social services. Clearly, if you are a young person look-
ing at job opportunities in the future, social work is a field to consider. However,
that being said, most people don’t know what social work is and what social workers
do in a given day.

Social workers engage in many fields and in many locations, including working
with children, families, the elderly, those who are incarcerated or at risk of incarcer-
ation, those facing serious or life-threatening illness, those with mental health or
substance abuse challenges, and with public health organizations and agencies. So-
cial workers also engage in public policy and government.

We have six social workers in Congress, including my colleague Congresswoman
Shea-Porter who is on this Subcommittee and here today. I employ a licensed social
worker on my staff in my district. I think that somehow nearly all of us are con-
nected to or have interacted with a social worker in some capacity.

Today we will learn about the various fields of social work, an overview of the
profession, and perspectives on the state of the profession through the lenses of edu-
cation, research, diversity, and on-the-ground experience.

Again, I want to thank each of you for attending the hearing and I look forward
to your testimony.

Mr. DAvIS. Good afternoon. Thank you, Chairman McCarthy, for
holding this important hearing. I would like to thank each of our
witnesses who have taken the time to provide this subcommittee
with their testimony. I would like to extend a special welcome to
my fellow Tennesseean, Sarah Wells, who I will introduce later.

The importance of social workers cannot be overstated. These
professionals serve every age range, race, ethnic group and social
background, and they do so selflessly. Social workers advocate for
people who cannot do it themselves and help them navigate the
sometimes confusing array of public services available to them.
Whether it is ensuring that an abused child is placed in a safe fos-
ter home or helping a family cope with a terminal illness, social
workers improve the lives of individuals and families and their
communities on a daily basis.

Chairwoman McCarthy, I look forward to working with you on
this important issue. Again, I thank each of you for being here
{:)odril{y and I am eager to hear your testimony. With that, I yield

ack.

[The statement of Mr. Davis of Tennessee follows:]

Prepared Statement of Hon. David Davis, a Representative in Congress
From the State of Tennessee

Good afternoon. Thank you, Chairwoman McCarthy, for holding this important
hearing. I'd like to thank each of our witnesses who have taken the time to provide
this Subcommittee with their testimony. I'd like to extend a special welcome to fel-
low Tennessean, Sarah Wells, who I will introduce later.
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The importance of social workers cannot be overstated. These professionals serve
every age range, race, ethnic group and social background, and they do so selflessly.
Social workers advocate for people who cannot do so for themselves and help them
navigate the sometimes confusing array of public services available to them. Wheth-
er it is ensuring that an abused child is placed in a safe foster home or helping a
family to cope with a terminal illness, social workers improve the lives of individ-
uals and families in their communities on a daily basis.

Chairwoman McCarthy, I look forward to working with you on this important
issue. Again, I thank each of you for being here today and am eager to hear your
testimony. I yield back.

Chairwoman MCCARTHY. Thank you, Mr. Davis. Without objec-
tion, all members will have 14 days to submit additional materials
or questions for the hearing record.

Let me explain our lighting system. In front of you, you will see
three boxes there, green, yellow and red. Red basically means we
would like to you stop your testimony. If you are in the middle of
a sentence, believe me, we will let you go on. But just try and keep
your testimony into that, and that goes for the members also.

So with that, if we have additional time, we will be asking addi-
tional questions.

Today we will hear from a panel of witnesses. Your testimonies
will proceed in the order that I introduce you. I would like to intro-
duce our first witness, Mr. Gary Bailey. He is an Associate Pro-
fessor of the Simmons College for Social Work in Massachusetts
and Assistant Professor at the Boston University School of Public
Health. He is immediately past President of the National Associa-
tion of Social Workers and serves as Chair of the International
Federation of Social Workers Commission on Policy, Advocacy and
Representation. In 1998, he received the honor of Social Worker of
the Year and has received numerous awards since.

Today, Mr. Bailey will give us an overview of the social work pro-
fession, and we will look forward to learning what social work is
and the success and challenges of the profession from him.

Our next witness, Dr. Mama, comes to us from New Jersey. I
know Congressman Rush Holt wanted to be here, but unfortu-
nately he got tied up back in his district. He wanted to introduce
you. Dr. Mama is the Dean of School of Social Work at Monmouth
University. She also serves as the representative of the Inter-
national Federation of Social Workers at the United Nations in
New York City.

Dr. Mama will speak to us about undergraduate and graduate
education as well licensure requirements for the social work profes-
sion.

Mr. Michael Bird comes to us from New Mexico. Welcome. Mr.
Bird has over 25 years of public health experience in the areas of
medical social work, substance abuse prevention, health promotion,
and disease prevention, HIV/AIDS prevention, behavior health and
health care administration. Of his many accomplishments from
2000 to 2001, Mr. Bird was the first American Indian and the first
social worker to serve as President of the American Public Health
Association. He has also been involved in numerous health dis-
parity projects and programs on a local, tribal, national, and inter-
national level.

Most recently, he was named to serve on the Robert Wood John-
son Foundation, Urban Indian Health Commission. Today Mr. Bird
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will discuss the impact and necessity of diversity in the social work
profession, in which he is a living example. Welcome again.

Our next witness, Dr. Bergeron

Ms. BERGERON. Bergeron.

Chairwoman MCCARTHY [continuing]. Bergeron, will be intro-
duced by our subcommittee social worker, Congresswoman Shea-
Porter.

Ms. SHEA-PORTER. Thank you. It is my privilege today to intro-
duce a constituent of mine. Dr. Rene Bergeron’s impressive resume
includes over 30 years of experience and numerous publications
that focus on various topics from elder abuse and neglect, to family
poverty, to domestic violence, just to name a few. She is a monthly
contributor to the New Hampshire Senior Times and on the Board
of the Advising Editors for the Journal of Elder Abuse and Neglect.

Dr. Bergeron serves as an Associate Professor in the Social Work
Department at my alma mater, University of New Hampshire. We
are both so proud of it. And as if all that is not enough to keep
anyone busy, she currently serves as the President of the New
Hampshire chapter of National Association of Social Work.

As a social worker and administrator myself, I would like to
thank you, Dr. Bergeron, for your work in our field and for taking
the time out today. You have a very busy schedule, as we know,
and you are testifying and we appreciate it very much, and I look
forward to your testimony.

Thank you, Madam Chairwoman.

Chairwoman MCCARTHY. You are quite welcome.

Next I turn to my colleague from Tennessee, Mr. David Davis,
to introduce the Reverend Sarah Wells.

Mr. Davis. Thank you, Chairwoman McCarthy. I appreciate the
opportunity to introduce our next witness. Reverend Sarah Wells
has been an Executive Director of the Good Samaritan Ministries
in Johnson City, Tennessee since 1998. Sarah graduated from East
Tennessee State University from the Department of Social Work as
a certified social work manager. Sarah served east Tennessee’s first
homeless education liaison for the upper east Tennessee region and
worked to expand this program to what it is today throughout the
State of Tennessee. Today Sarah strives to work towards learning
new ways to reach out to her community.

Sarah is married to Dr. Vernon Wells and is the mother of four
children and grandmother to 14.

Sarah, welcome to Washington.

Chairwoman MCCARTHY. Our next witness is Ms. Fuller. Ms.
Fuller is a licensed social worker at the Department of Youth Re-
habilitation Services in Washington, D.C.’s juvenile justice system.
Her daily work involves a caseload of 27 young people who have
been committed to the DYRS for acts of delinquency. Today she
will share with us a view of her day-to-day work to help us gain
an understanding of what social work is on a daily basis in the JJ
system here in Washington. I want to thank you for being here
today and joining you us.

I have already explained to you the lighting system. I am fairly
lenient on that, but if you go way over you will probably hear me
tap a little bit first, and then hopefully you will finish up your tes-
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timony. We are now going to hear from our first witness, Mr. Bai-
ley.

STATEMENT OF GARY BAILEY, MSW, ACSW, ASSOCIATE PRO-
FESSOR, SCHOOL OF SOCIAL WORK, CLINICAL ASSOCIATE
PROFESSOR, SCHOOL OF HEALTH SCIENCE, SIMMONS COL-
LEGE

Mr. BAILEY. Thank you, Madam Chair and Mr. Davis. It is an
honor to have been invited here today to address you and to talk
about the state of social work in the United States.

My name is Gary Bailey, and I am proudly an Associate Pro-
fessor of Social Work at Simmons College School of Social Work in
Boston, Massachusetts. Simmons was established in 1904 and was
the Nation’s first institute of higher learning to offer training for
clinical social workers, and was begun in response to the need to
professionalize charity.

I feel very fortunate to have been a professional social worker for
the past 30 years, having worked in direct services and administra-
tive capacities in the field of child welfare, gerontology, social work
education, and having volunteered in the area of HIV/AIDS early
on in the epidemic at the AIDS Action Committee in Boston, one
of the Nation’s foremost AIDS service organizations.

As I speak before you today, the Nation faces many complex and
converging challenges, from our military engagement abroad to ris-
ing food and commodity prices and untenable mortgages at home.
While each of the challenges individually demand the comprehen-
sive engagement of the Nation’s social workers, these trends taken
together suggest a significantly increased need for professional so-
cial work services within vulnerable communities, both locally, na-
tionally and internationally.

While it is clear that the Nation’s social work community will be
strained to meet this increased demand, a broader work community
and an assessment of the true scope of these demands, along with
the comprehensive plan to provide for adequate service to all in
need is of vital importance.

I have had the honor of serving as President of the National As-
sociation of Social Workers from 2003 to 2005, and currently I am
the Chairman of the National Social Work Public Education Cam-
paign. I join you today to discuss the important role that the pro-
fession of social work plays in our society.

Social work is the helping profession. Across the Nation the pro-
fession of social work and social workers improve and enrich the
lives of individuals and families and help build strong commu-
nities. Social workers provide critical services in rural, urban and
suburban areas, and have long been society’s safety net for a broad
range of issues, including child welfare, mental and behavioral
health, aging, corrections, health, and military and veterans af-
fairs.

Much of society only encounters a social worker when dealing
with a problem, such as moving a family member from a hospital
to a nursing home, and there is limited public understanding of the
role of social workers. However, we work to help individuals, fami-
lies, and communities across the country, and the need for social
work services will only grow with time.
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As Chair of the Social Work Public Education Campaign, I have
traveled this country and met numbers of people who have a uni-
versal awareness of social work as a helping profession. Many peo-
ple lack, however, an accurate knowledge related to the education
and credentials needed to be a professional social worker. They did
not appreciate the diversity of the work, they were confused by the
use of the more general term of caseworker, which at times is used
interchangeably with that of social worker.

As the Baby Boomers continue to age, they will increasingly need
social work services, ranging from mental health and family coun-
seling to health, education, group programs and case management.
Social workers, who provide the majority of the mental health serv-
ices in the United States, will work with the 26 percent of the
American population aged 18 and older that experience a
diagnosable mental disorder. Professional social workers will coun-
sel students to prevent high school dropout rates, work with for-
merly incarcerated individuals to ensure positive community re-
entry, and help patients diagnosed with serious illnesses such as
cancer to make informed decisions about their care.

While the need for social work services will only increase with
time, we are not equipped to keep pace with this demand, and Dr.
Mama will go into that in more detail.

The social work profession has existed for over a century and has
enriched many lives. Thirty years ago I made a decision to become
a professional social worker, and I have never regretted that deci-
sion. While it is clear that the Nation’s social work community will
be strained to meet these increased demands, a broader assessment
of the true scope of these demands, along with a comprehensive
plan to provide adequate service for all in need, is a vital necessity.

So today I say to you again, my name is Gary Bailey and I am
proud to be a professional social worker.

[The statement of Mr. Bailey follows:]

Prepared Statement of Gary Bailey, MSW, ACSW, Associate Professor,
School of Social Work, Clinical Associate Professor, School of Health
Science, Simmons College

Chairwoman McCarthy, Ranking member Platts, and honorable members of the
Subcommittee on Healthy Families and Communities, I would like to thank you for
inviting me here today to discuss the state of the profession of social work. My name
is Gary Bailey and I am currently an associate professor at Simmons College of So-
cial Work in Boston, Massachusetts. Established in 1904, Simmons was the nation’s
first institute of higher learning to offer training for clinical social workers. Sim-
mons also was at the forefront of educating students for medical social work and
managed care.

I feel fortunate to have been a professional social worker for the past 30 years
having worked in many capacities including the fields of child welfare, gerontology
and social work education. I served as President of the National Association of So-
cial Workers from 2003 to 2005 and am the current Chairman of the National Social
Work Public Education Campaign.

Background

I join you today to discuss the important role that the profession of social work
plays in our society. Social work is the helping profession. Across the nation the pro-
fession of social work and social workers improve and enrich lives every single day.
Social workers provide critical services in rural, urban and suburban areas and have
long been society’s safety net for a broad range of issues including child welfare,
mental and behavioral health, aging, corrections, health and military and veterans’
affairs.
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As the baby boomers continue to age, they will increasingly need social work serv-
ices ranging from mental health and family counseling to health education, group
programs and case management. Social workers, who provide the majority of mental
health services in the United States, will work with the 26 percent of the American
population aged 18 and older that experience a diagnosable mental disorder. Profes-
sional social workers will counsel students to prevent high dropout rates, work with
formerly incarcerated individuals to ensure positive community reentry, and help
patients diagnosed with serious illness to make informed decisions about their care.

Social work began in the late 19th century when concerns about increasing pov-
erty led people to question how to prevent and protect people from “falling through
the cracks” in society. Many credit Jane Addams for the emergence of the profession
as she created the first settlement house in America, Chicago’s Hull House in 1889.
Settlement workers were often women who settled in urban areas to address the
various challenges facing immigrant communities. The settlements provided a vital
service, Addams believed, both for the volunteer residents, who needed a purpose
in life, and for the society at large, by building needed bridges between the classes
in an increasingly stratified and fragmented society (Addams, 1893). Settlement
house workers, charity organization societies, and child savers worked together
throughout the end of the century to preserve healthy communities and ensure that
biopsychosocial needs were being met.

During the Great Depression, economic, mental, and social needs rose dramati-
cally and the social work profession was recognized as necessary to solve the seem-
ingly intractable challenges of the times. Social workers created programs for the
Department of Labor and the Department of Health, Education, and Welfare to com-
bat widespread hunger and unemployment. The profession was dedicated to restor-
ing hope for the American people and continued to see significant growth during the
Civil Rights Movement and the War on Poverty as many of the architects of these
important social initiatives were social workers. Recent decades have produced com-
petition for financial resources and less understanding of the role of the social work-
er in society; however these professionals continue to help individuals, families, and
communities across the country. The need for social work services will only grow
with time.

Current Issues

The profession of social work has grown with and reflected the changing needs
of our society. As previously mentioned, social workers are the largest group of men-
tal health providers in the country. There are 192,000 clinical social workers across
the United States treating adults, adolescents, children, veterans, the incarcerated,
the elderly, and those diagnosed with diseases such as HIV/AIDS for a variety of
mental health concerns ranging from emotional disturbances to serious debilitating
illnesses. Social workers’ most frequent specialty practice area is mental health
whether it be in private practice, a mental health clinic , hospital, prison, or long
term care facility.

Social workers not only practice in a variety of settings including child welfare
and foster care agencies, community action centers, hospitals, government offices,
mental health centers, homeless shelters, and schools but also cater to a diverse cli-
entele. Social workers help people and communities overcome some of life’s most dif-
ficult challenges including poverty, discrimination, abuse, addiction, physical illness,
divorce, loss, unemployment, educational problems, disability, and mental illness.

Professional social workers have advanced educational preparation and practice
experience. A professional social worker must have a bachelor’s (BSW), master’s
(MSW) or doctorate (PhD or DSW) degree in social work. A master’s degree in social
work is the predominant degree for licensed social workers (79% for active practi-
tioners) and we pride ourselves in being the profession trained to work with people
in their environment, looking at all dimensions of the individual’s life. Social work-
ers recognize that most clients face complex situations and often have co-occurring
needs and work to address all of these needs. For instance, a social worker special-
izing in aging would not only support their client’s physiological, psychological, and
social needs through mental health therapy, caregiver and family counseling, and
health education but will also need to understand chronic illness as many elderly
clients will be faced with these issues.

Social workers undergo advanced training in accredited education programs and
grow their expertise through standards, credentials, and state licensing require-
ments. Social workers have the right education, experience, and dedication to help
people help themselves whenever and wherever they need it. They understand com-
plex support systems and work to connect people to the resources they need. Social
workers focus on a person’s strengths and help clients reach their full potential. It
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is this unique blend of training, education, and experience that equips professional
social workers with the tools necessary to tackle society’s most pressing problems.

Challenges

Despite a century of service, the public is still not clear about what social workers
do. The media often report on the profession only when a problem arises in the child
welfare system and far too often these individuals are not professionally trained so-
cial workers as less than 35% of child welfare workers actually have any social work
training. They may be performing in a social work capacity or hold a social work
title without proper supervision or education. Despite some public perception, the
vital services that social workers do provide in the child welfare system, as well as
in numerous other areas, contribute to a healthy society.

There is confusion among the public as there is not one typical social worker. So-
cial workers may work in traditional child welfare agencies or may hold public office
as a member of Congress. They may own their own private mental health practice
or work in a long term care facility. Few are aware that the largest employer of
social workers in the nation is the Department of Veterans Affairs with over 5,000
professional social work employees. Uniformed social services play a critical role in
our military efforts at home and abroad. It also often goes unnoticed that profes-
sional social workers are first responders to disasters such as Hurricane Katrina
and the Virginia Tech shootings. They provide vital supports to victims and their
families during times of crisis and for years beyond.

Professional social workers hold positions in government, nonprofit, business and
educational settings. Informing the public about the breadth and depth of the pro-
fession is important as it affects the public’s access to care, the ability of social
workers to perform essential duties, and to impact important policy decisions. Many
of the benefits U.S. citizens take for granted were implemented because social work-
ers—working with families and institutions—spoke out against abuse and neglect.

During my tenure as Chair of the Social Work Public Education Campaign I have
traveled the United States and met numbers of people who have a universal aware-
ness of social work as a “helping” profession but who lack accurate knowledge re-
lated to the education and credentials needed to be a professional social worker;
they did not appreciate the diversity of the work; they were confused by the use of
the more general term of “case worker” used interchangeably with that of social
worker. Generally the public has had a strong respect for the difficulty of the job
and believes that social workers are overworked and are under valued. They also
believed that we worked with the underserved, handle a variety of problems and
generally believe that they will never need a social worker.

The need for social work services will only increase with time, however we are
not equipped to keep pace with this demand. For example, there are currently
30,000 licensed social workers working in the field of aging; however the National
Institute on Aging projects that 60,000 to 70,000 social workers will be needed by
2010. If schools of social work do not recruit young professionals and if we do not
retain experienced social workers, the public will suffer from a lack of critical serv-
ices. This is particularly true in the areas of aging and child welfare.

A key component of recruitment and retention of professional social workers is
their ability to earn comparable salaries. Increases in social work salaries have not
kept pace with other professions such as teaching and nursing. A survey conducted
by the John A. Hartford Foundation, Inc. found that between 1992 and 1999 the
annual rate of wage growth for degree-holding social workers was less than one per-
cent. In addition, high educational debt is a concern of every graduating social work
student. According to one study, 68 percent of individuals surveyed with a Master’s
Degree in Social Work (MSW) graduated with an average debt of $26,777. Many so-
cial workers will earn less than that upon graduation. Low salaries and high edu-
cational debt are making this profession an impossible choice for many.

These challenges must be overcome in order to ensure that the profession grows
and thrives in the future and so that clients can continue to be served for years to
come.

Conclusion

The social work profession has existed for over a century and has enriched many
lives. Social work skills are broad and applicable in a variety of settings and make
this profession unique and important. Social workers are educated, experienced, and
ethical and provide a diverse range of services across the life span.

Thirty years ago I made a decision to become a professional social worker. I was
introduced to the field of social work by a woman who was teaching a winter inter-
cession course at my alma mater of Tufts University. Until that time I was pre-
paring to pursue a career in medicine. In her class I was introduced to a field that
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resonated with my desire to be a catalyst in people’s lives for change; and to create
opportunities where previously there had been none.

I have never regretted that decision and I am delighted to say that my name is
Gary Bailey and I am a proud professional social worker.

Chairwoman McCARTHY. Thank you very much, right on the
mark too.

Dr. Mama.

STATEMENT OF ROBIN S. MAMA, PH.D., PROFESSOR AND
DEAN, SCHOOL OF SOCIAL WORK, MONMOUTH UNIVERSITY

Dr. MAMA. Thank you, Chairwoman McCarthy and members of
the committee, for allowing me to speak to you today about social
work education. My name is Robin Mama, and I am the Dean of
the School of Social Work at Monmouth University in West Long
Branch, New Jersey.

My oral comments will be targeted to undergraduate social work
education; however, my written testimony provides you with some
additional information on Master’s level education as well as social
work licensure for practicing social workers.

There are over 400 Bachelor of Social Work programs in the
United States. Some BSW programs stand alone, in departments
that are combined with sociology, anthropology and/or criminal jus-
tice. Some BSW programs, like ours at Monmouth, are in the
School of Social Work or a department that also offers a Master of
Social Work program. And then there are a few who are combined
with Master of Social Work, Bachelor of Social Work and Ph.D. In
social work programs.

All undergraduate social work programs are generalist in their
focus. Students in BSW programs do not concentrate in any area
of practice or theoretical focus, as is the case with Master’s pro-
grams. BSW students are taught to work in many areas of practice,
whether it is casework or case management, group work, commu-
nity practice, research or policy, and they should be able to work
in any field of practice, be it gerontology, mental health, aging,
child welfare.

Critical to the BSW curriculum is the field internship where stu-
dents are placed in social service agencies to learn the day-to-day
aspects of social service delivery. At Monmouth our BSW students
complete a 30-hour volunteer experience in the sophomore year, a
100-hour junior internship, and 450-hour senior internship. These
internships are always supervised by a licensed social worker at
the Master’s level and the agency supervisors often take a course
in supervision that many social work programs offer.

So for example, Monmouth runs a course called SIFI, Super-
vision in Field Instruction, for all our new internship supervisors.
The field internship is the place where academia meets practice. It
is the applied aspect of social work and as such the vehicle that
allows students to grow professionally and personally. A bacca-
laureate student usually knows they made the right choice of pro-
fession when they begin their field internship.

I was asked to address both the challenges of undergraduate so-
cial work education and their strengths, and I see these to be the
following:
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In terms of strengths BSW graduates have generalist skills and
knowledge which allow them to work in many facets of social work.
Their skills are portable, they are not tied to a specific job or func-
tion, but can be taken wherever the graduate goes and are applica-
ble to a number of fields of social work practice.

BSW graduates are idealistic and enthusiastic. They want to
change the world. This idealism often helps social services agencies
because these interns allow agencies and their staffs to remember
their own idealism, and many times they help the agencies to see
the situations in a new light and help to renew their enthusiasm
for social work. They also help to rejuvenate their faculty.

BSW students are at an advantage in the workplace because
they are taught systems theory and learn to see the whole picture.
They work well with professionals from other disciplines because
they see everyone’s role, they understand how roles fit together,
and with their interpersonal skills they help to mediate difficult
situations.

In terms of challenges, recruitment is the biggest challenge fac-
ing undergraduate social work programs. Many people, especially
parents, are under the impression that social workers only help the
poor and take children away from families. They also have the im-
pression that social workers do not make livable salaries. All aca-
demic social work programs work hard to negate these impressions,
but until the society at large begins to change their opinion this
will be difficult. Public education on what social work is and what
we do as professionals is essential.

Ensuring cultural awareness and sensitivity can also be a chal-
lenge, depending upon where the BSW program is located and who
the students are. We need more bi- and trilingual social workers,
and we need students to develop cultural awareness for all the cli-
ents and agencies that they come into contact with.

Finally, ensuring that social work as a program stays vibrant
and respected at the college or university level is also a challenge.
This is an applied working discipline that does not often garner
large research grants nor garners large donations, and there are
times when its usefulness to the larger university can be ques-
tioned.

Thank you again for this opportunity to speak to you.

[The statement of Ms. Mama follows:]

Prepared Statement of Robin S. Mama, Ph.D., Professor and Dean, School
of Social Work, Monmouth University

Thank you for this opportunity to provide testimony for this important hearing.
My remarks are focused on undergraduate social work education. I will generalize
some of my comments to baccalaureate social work education, giving some specific
examples from my experience at Monmouth University. I began teaching at Mon-
mouth in social work in 1992, became the BSW Program Director in 1998 (when
we added a master of social work program to our curriculum), became the Chair of
the Department and MSW Program Director in 2004, and I am now the Dean of
the School of Social Work which was just created on July 1, 2008.

Monmouth University has had a Bachelor of Social Work program since 1977 and
we added a Master of Social Work program to our curriculum in 1998. We are very
typical of a small to medium size baccalaureate social work program. Currently, we
average 100 to110 BSW students in our program.

There are over 400 Bachelor of Social Work programs in the United States. Some
BSW programs stand alone in a department that is often combined with sociology,
anthropology and/or criminal justice. Some BSW programs (like ours at Monmouth)
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are in a School of Social Work or a Department of Social Work which also offers
a Master of Social Work program. Fewer are in Schools of Social Work that offer
the BSW, the MSW and the Ph.D. in Social Work.

All undergraduate social work programs draw heavily from content in the liberal
arts. Students are usually required to complete courses in Sociology, Anthropology,
Psychology, Economics, Political Science, Biology, and Mathematics, along with His-
tory, English and Literature.

All undergraduate social work programs are generalist in their focus. Students in
BSW programs do not concentrate in any area of practice or theoretical focus, as
is common in MSW programs. BSW students are taught to be able to work in many
areas of practice, whether it is casework or case management, group work, commu-
nity practice or even research and policy. And they should be able to work in any
field of practice, be it gerontology, mental health, child welfare, criminal justice, etc.

The undergraduate social work curriculum introduces students to human behavior
(the life to death sequences of events and milestones that all individuals go
through), they are taught to assess clients, how to interview them, and then how
to form an intervention plan with the client for their treatment. Students then look
to evaluate how well their interventions worked, engaging in both practice and pro-
gram evaluations. Students learn to make these assessments at the individual level
(micro), with families (mezzo) and with communities (macro). They use a variety of
skills in making assessments and in planning for treatment or for an intervention.
A key component to these assessments is learning systems theory which helps the
students see all of the factors involved in a client’s situation. Another component
is to take a strengths perspective to all assessments, looking specifically for
strengths of the individual first, and deficiencies second.

Critical to the BSW curriculum is the field internship, where students are placed
in social service agencies to learn the day to day aspects of social service delivery.
At Monmouth, our BSW students complete a 30 hour volunteer experience in the
sophomore year, a 100 hour internship in the junior year, and a 450 hour internship
in the senior year. These internships are always supervised by a licensed social
worker at the master’s level, and these agency supervisors often take a course in
supervision and field that many social work programs offer. For example, we run
a SIFI course—Supervision in Field Instruction—for all our new internship super-
visors.

The field internship is the place where academia meets practice. It is the applied
aspect of social work, and as such is the vehicle that allows students to grow person-
ally and professionally. A baccalaureate student usually knows they made the right
choice of profession when they begin their field internships. It is sometimes the case
that students get hired by their field agencies upon graduation from their BSW pro-
gram. For a social service agency that can hire their student intern, their invest-
ment into that student over the course of the academic year is very beneficial, as
they know their new employee before they start work, and that person is already
oriented to the agency and its culture.

Not all BSW students go right to work however. Our experience at Monmouth is
that about 80% of our students go right on to graduate education, usually the Mas-
ter of Social Work. The other 20% go into employment.

The advantage of going straight into an MSW program comes from the ability of
a BSW graduate of an accredited program to apply for Advanced Standing in a num-
ber of MSW programs in the US. Advanced Standing programs allow accredited
BSW graduates who meet admissions requirements to move into the 2nd year of
graduate work. This means that the MSW degree is completed in one year, rather
than the 2 years it normally takes for someone who enters an MSW program with-
out a BSW degree (if the coursework is done on a full-time basis of 15 credits/semes-
ter).

This is an important feature of BSW—MSW education, as it indicates that the
senior year of the BSW program theoretically is equivalent to the first year of grad-
uate education and that prepared BSW graduates have the knowledge base and the
skills to skip one year of graduate school. From my experience, properly prepared
BSW graduates can move into graduate level education without a problem, and can
then spend their year in graduate school refining their skills and deepening their
knowledge.

The first year of most MSW programs contain “foundation” courses, like Social
Welfare Policy, Research, Human Behavior and the Social Environment and usually
several practice courses like Individuals and Families, Group work, etc. Students
also complete first year internships. At Monmouth, our students in the MSW pro-
gram take their classes concurrently with their field internship, and complete 500
hours of field work in the first year of the program. Two days of the week are spent
in class and three days are spent in the field.
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In the second year of the MSW curriculum students choose a concentration, where
they focus their academic work and their internship in a more specific area of social
work practice. Almost all MSW programs offer at least two concentrations; some
offer more depending on the size of the School or University. At Monmouth, we have
two concentrations: Clinical Practice with Families and Children and the other is
International and Community Development. The latter concentration is the only one
of its kind in the US in a social work program. The ICD concentration allows stu-
dents to go overseas in the spring semester of their final year to complete an 8—
10 week internship in an NGO or government agency. We have internships cur-
rently in Ghana, Bangladesh, Southern India, Mexico, Chile, and Hong Kong. Both
concentrations require another 500 hours of field internship.

The Master of Social Work is the terminal degree in the social work profession,
meaning that you do not need a Ph.D. to practice as a social worker and to receive
third-party reimbursement for your clinical work. However, you do need a license.
Licensure for social workers is required in all 50 states, and all 50 have varying
requirements to obtain a license to practice social work. Each state differs on the
naming of their licenses and not all states offer reciprocity to social workers who
want to move their license from say New Jersey to Florida or to Wisconsin. Some
states require a re-test, others require verification of clinical course work.

In New Jersey, there are two social work licenses and one certification (the CSW,
the LSW, and the LCSW). If you graduate with a BSW and go right to work, you
apply for your CSW—or Certification in Social Work. There is no test for this certifi-
cation, you need only to submit proof of your graduation from an accredited under-
graduate social work program and pay the fee to the State.

When a student completes the MSW, they can then take a test for their LSW—
the License in Social Work. Any student at the MSW level should apply for their
LSW. If you want to specialize in clinical social work and receive 3rd party reim-
bursement for your services (from Medicare, Medicaid, HMO’s etc), then you have
to take an additional test and work (with your LSW) under the supervision of an-
other social worker who has the License in Clinical Social Work (LCSW) for approxi-
mately 2,000 hours to qualify for the LCSW license.

Those social workers who desire the Ph.D. or DSW (Doctorate in Social Work)
usually pursue doctoral work in order to enter the academic world. It is increasingly
a requirement at Colleges and Universities for tenure-line faculty to hold a Ph.D.
in their discipline in order to teach and to be conferred with tenure.

Strengths of a BSW degree:

1. BSW graduates have generalist skills and knowledge, which allow them to
work in many facets of social work.

2. These skills are portable—they are not tied to a specific job or function, but
can be taken wherever the graduate goes and are applicable to a number of fields
of practice.

3. BSW graduates are idealistic and enthusiastic—they definitely want to “change
the world.” This idealism often helps social service agencies because social work in-
terns allow agencies and their staff to remember their own idealism and many times
can help agencies see their situations in a new light and can bring about needed
change and renewed enthusiasm.

4. BSW graduates are at an advantage in a workplace, because they are taught
systems theory, and learn to see “the whole picture.” They work well with profes-
sionals from other disciplines because they can see everyone’s role, see how all roles
fit together, and with their interpersonal skills can help to mediate difficult situa-
tions.

Challenges for undergraduate social work education:

1. Recruitment is the biggest challenge facing undergraduate social work pro-
grams. Many people (especially parents) are under the impression that social work-
ers only help the poor and take children away from families. They also have the
impression that social workers do not make livable salaries. All academic social
work programs work hard to negate these impressions, but until society at large be-
gins to change their opinion, this will be difficult. Public education on what social
work is, and what we do as professionals is essential.

2. Ensuring cultural awareness and sensitivity can also be a challenge, depending
on where the BSW program is located and who the students are. We need more bi-
and tri-lingual social workers. And we need students to develop cultural awareness
for all the clients and agencies that they might come into contact with.

3. Ensuring that social work as a program stays vibrant and is respected at the
College or University level can also be a challenge to programs. This is an applied,
working discipline that does not often garner large research grants, or large dona-
tionsaand there are times when its usefulness to the larger University can be ques-
tioned.
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Chairwoman McCARTHY. Thank you.
Mr. Bird.

STATEMENT OF MICHAEL BIRD, MSW, MPH, PUBLIC HEALTH
CONSULTANT

Mr. BIRD. Chairman McCarthy and members of the sub-
committee, I am pleased to be here with you today. As was men-
tioned, my name is Michael Bird. I have over 25 years in social
work in a variety of areas. Most notably, I was the first American
Indian and the first social worker to serve as President of the
American Public Health Association.

I have been fortunate in many respects. Most notably, I also have
a Master’s in public health, and I have found that the combination
of the MSW and the MPH has served me well, served both my as-
sociations, and provides a unique perspective that I think has been
relevant to the issues we are addressing today.

Most importantly, we have mentioned some of the things and I
have mentioned some of the things I have accomplished, but I
think more importantly to me is the fact I am from Santo Domingo
and San Juan Pueblo. I am a Pueblo Indian. My people have a doc-
umented history of being in the Southwest from anywhere from 30
to 40,000 years, with a unique culture and unique tradition and
unique language. That has shaped and forced and focused my
whole personality and my experience.

But I am here today to talk about the importance and the role
of diversity in social work. There really is a need to begin to really
look at increasing the workforce and increasing a workforce that
better serves the diverse population, the diversity of this country,
but also increasing that workforce so that it better serves all of us.

The social worker strives to ensure access to needed information,
services, and resources, equality of opportunity and meaningful
participation and decision making for all people. The profession is
unique in that social workers are expected to understand different
cultures and the function that culture plays in everyday life. They
believe that strengths can be found in every culture and that build-
ing upon those strengths is the best way to help clients reach their
full potential.

The profession of social work values an understanding of dif-
ferent political, religious, and ideological beliefs, and social workers
are expected to respect the dignity and worth of each individual
that they work with.

Social workers are not only expected to understand the role that
social diversity plays on the society, but actively to work to end all
forms of discrimination. The clients that social workers work with
often are vulnerable and face prejudice and discrimination.

Professional social workers support and advocate for recruitment,
admissions, hiring, and retention efforts in social work programs
and agencies to ensure diversity within the profession. They also
seek to provide an advocate for the profession and information re-
ferrals and services in the language appropriate to the client.

My career as a social worker and my background in public health
have led me to a deep understanding of diversity issues in this
country. Having worked to address health disparities with Amer-
ican Indian, Alaska Native, and Native Hawaiian communities, as
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well as all ethnic minority communities for over 25 years has been
a major area of my personal and professional body of work. This
is a moral and spiritual issue and cries out to be addressed. It is
also wasting our most important natural resource, our human cap-
ital and the Nation’s potential.

As early as the U.S. census report in 1970, it chronicled there are
major differences in social, economic, political and health conditions
in the U.S. population. A Federal court also identifies the Latino
and African American populations as having the lowest per capita
income in the United States. And an argument can be made that
Native Americans on reservations have lower per capita incomes
but not included in the Federal studies.

These statistics are unacceptable and social workers are the pro-
fessionals equipped with the tools and understanding to make a
real difference in the lives of their clients.

Although the profession of social work has a rich history of re-
specting and appreciating social diversity, it also has a historical
tendency to attract Caucasian women to the field. While women
have done an exceptional job building a strong foundation of social
service and strengthening individual families and communities, we
must look to the future, and that involves reevaluating our recruit-
ment and retention techniques with a commitment to diversity.

Another concern is that of the aging. Not only does social work
serve the aging Baby Boomers, but there will be a significant need
to recruit new social workers once the professionals begin to retire.

When I reflect upon my career in social work and public health,
I believe that what attracted me to this area was a simple desire
to help others who might be confronted by something larger than
themselves. As a child I felt I had no control over my situation at
home in growing up with an alcoholic father. This experience in-
stilled in me a desire to help people gain some control in their
lives. I also wanted to give them hope and a sense of direction.

I also thought that only Indians had these kinds of problems. As
I grew wiser I came to understand that we all have problems, just
different kinds of problems, and that we all need help now and
again. Social workers made a critical difference in my life, as they
do in the lives of people every day.

Thank you very much for this opportunity today.

[The statement of Mr. Bird follows:]

Prepared Statement of Michael Bird, MSW, MPH, Public Health Consultant

Chairwoman McCarthy, Ranking member Platts, and honorable members of the
Subcommittee on Healthy Families and Communities, I am honored to be here
today to discuss the state of the profession of social work. My name is Michael Bird
and I feel fortunate to have worked in this profession for over 25 years in many
capacities including medical social work, substance abuse prevention, health pro-
motion, disease prevention, and health care administration. In addition to my pro-
fessional training as a social worker, I also have a master’s degree in public health
and have found this combination of careers and professional experience to be ex-
tremely valuable in my practice. I was the first American Indian and the first social
worker to serve as President of the American Public Health Association and have
been an active member of APHA for over 18 years. I've also served as president of
the New Mexico Public Health Association and was a fellow in the U.S. Public
Health Service Primary Care Fellowship Program.

Background

I'm here today to not only discuss the important role that social work plays in
our society but also the unique value placed on diversity in the social work profes-
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sion. Social workers provide critical services to clients across the nation everyday.
They work with a broad spectrum of clients including the homeless, the elderly, stu-
dents at risk of dropping out of school, and the incarcerated from all racial, ethnic,
and linguistic backgrounds. Social workers have an ethical responsibility to pursue
social change, particularly with and on behalf of vulnerable and oppressed individ-
uals and group of people. They also seek to promote sensitivity to and knowledge
about oppression and cultural and ethnic diversity. Social workers strive to ensure
access to needed information, services, and resources; equality of opportunity; and
meaningful participation in decision making for all people.

The profession is unique in that social workers are expected to understand dif-
ferent cultures and the functions that those varying cultures play in everyday life
situations. They believe that strengths can be found in every culture, and that
building on those strengths is the best way to help clients reach their full potential.
Specialized knowledge and understanding about the history, traditions, values, fam-
ily systems, and artistic expressions of major client groups is a key component to
the practice of social work as well as the use of appropriate methodological ap-
proaches, skills, and techniques that reflect the workers’ understanding of the role
of culture in the helping process. Through education, experience, and training, social
workers strive to understand the nature of social diversity and oppression. The pro-
fession of social work values an understanding of differing political, religious, and
ideological beliefs and social workers are expected to respect the dignity and worth
of each individual they work with.

Social workers are not only expected to understand the role that social diversity
plays on society but to also actively work to end any form of discrimination. Again,
the clients that social workers work with are often vulnerable and oppressed and
face prejudice and discrimination. In order to promote the welfare of each client, so-
cial workers recognize the importance that the environment plays in each situation.
The profession utilizes a “person in environment” approaches that acknowledges the
role that all social influences play on a person’s biopsychosocial needs.

Professional social workers support and advocate for recruitment, admissions and
hiring, and retention efforts in social work programs and agencies to ensure diver-
sity within the profession. They also seek to provide or advocate for the provision
of information, referrals, and services in the language appropriate to the client.

My career as a social worker and my background in public health has led me to
have a deep understanding of the diversity issues in this country. Having worked
to address health disparities with American Indian, Alaska Native and Native Ha-
waiian Communities as well as all ethnic minority communities for over twenty five
years has been a major area of my personal and professional body of work. This is
a moral and spiritual issue and cries out to be addressed. It is also a wasting our
most important natural resource, our human capital and nation’s potential.

As early as the first U.S. Census in 1790, federal reports chronicled major dif-
ferences in socioeconomic, political, and health conditions in the population. (U.S.
Bureau of the Census, 1975). Today we feel the effects of these disparities. For in-
stance, in 2001 Native Americans were the group most likely to be uninsured (35%
lacked health insurance) (Census Bureau/National Center for Health Statistics,
2001). This has far reaching effects, particularly for the children of Native Ameri-
cans. In fact, the Indian Health Service spends $1,914.00 per person for medical
care which is lower than Medicare at $5,915.00 and less than the United States
spends on federal prisoners at $3,803.00 (U.S. Commission on Civil Rights Report
titled “A Quiet Crisis” Federal Funding and Unmet Needs in Indian Country. July
2003).

Federal reports also identify Latino and African American populations as having
the lowest per capita income in the United States (U.S. Census Bureau, 2007). How-
ever, Taylor and Kalt (2005) argue that Native Americans on reservations have
lower per capita incomes but are not included in many federal income studies.

These statistics are realistic, yet unacceptable and social workers are the profes-
sionals equipped with the tools and understanding to make a real difference in the
lives of their clients.

Challenges

Although the profession of social work has a rich history of respecting and appre-
ciating social diversity, it also has a historical tendency to attract Caucasian women
to the field. According to one study by the National Association of Social Workers
Center for Workforce Studies, “social work, like most health care professions, is less
ethnically diverse than the U.S. population.” Licensed social workers who responded
to the survey were overwhelmingly White, non-Hispanic (86%) and are dispropor-
tionately likely to be women (81%). While white women have long led the profession
of social work, the clients social workers serve often belong to a non-White minority
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group (51% or more). According to this study of licensed social workers, ten percent
of social workers have caseloads that are predominantly Black/African American,
and five percent handle caseloads that are predominantly Hispanic/Latino. Addition-
ally, only 14 percent of social workers work in settings in which their caseloads are
75 percent or more female. Efforts have begun to recruit more men into the profes-
sion to ensure that the needs of all our clients are successfully being met.

Another concern is the aging of the profession. Not only do social workers serve
the aging baby boomers, but there will be a significant need to recruit new social
workers once experienced professionals begin to retire. Licensed social workers are
significantly more likely to be in older age groups than the U.S. civilian labor force.
A higher percentage of social workers are ages 45 to 54 (33% compared with 23%),
ages 55 to 64 (24% compared with 11%) and 65 and older (5% compared with 3%).

While women have done an exceptional job of forming the important tenets of the
profession, building a strong foundation of social service, and strengthening individ-
uals, families, and communities, we must look to the future and that involves re-
evaluating our recruitment and retention techniques. While a deep understanding
of culture is intrinsic to every social worker, there is great value in reflecting the
populations we serve. When every voice is present at the table, more informed deci-
sions can be made and the community can be more fully served. Not only does ev-
eryone deserve the right to service, but they also deserve the right to be served by
a social worker that makes them comfortable and can best understand and work to
address their various social needs. More social workers of color must be recruited
into the profession to ensure that clients can continue to have exceptional, culturally
competent service.

Conclusion

When I reflect upon my career in social work and public health I believe that
what attracted me to this area was the simple desire to help others who might be
confronted by something bigger than themselves. As a child, I felt that I had no con-
trol over my situation at home in growing up with an alcoholic father. This experi-
ence instilled in me a desire to help people gain some control in their lives. I also
wanted to give them hope and a sense of direction. I also thought that only Indians
had these types of problems. As I grew wiser, I came to understand that we all have
problems, just different kinds of problems, and that we all need help now and again.
Social workers made a critical difference in my life as they do in the lives of people
every day.

Social work and public health have always been guided by values of equity, diver-
sity and social justice and these values should be guiding values for us all.

Chairwoman MCCARTHY. Thank you.
Ms. Bergeron.

STATEMENT OF L. RENE BERGERON, PH.D., ASSOCIATE PRO-
FESSOR OF SOCIAL WORK, UNIVERSITY OF NEW HAMPSHIRE

Ms. BERGERON. I would like to thank Chairwoman McCarthy and
the members of this subcommittee for allowing me to testify today.
I have a Bachelor’s from the University of New Hampshire, a Mas-
ter’s from the University of Connecticut, and a doctorate from Bos-
ton College all in social work. Social work is truly the profession
I love, and I am so pleased to be able to talk to you about it today.

My testimony is based on my 30 years plus of practice as a med-
ical social worker and as an outreach worker to elderly people in
the community. Included in those years is also 24 years of teaching
at a university level and 10 years of conducting research. I would
also like to add that social work has been personally very impor-
tant in my life, as I have a child with Fragile X disease and so so-
cial work entered into our family’s life at the date of his birth, and
continued to be a part of our life as my father died of a brain tumor
at home and as my mother developed severe Parkinson’s and had
to be placed in assisted living, and now with myself as I struggle
with my battle with cancer. So social work is extremely important
and just in my own family very varied in what it does.
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My testimony is going to focus primarily on research. To sim-
plify, I am going to organize this into three categories: Who is re-
sponsible for research; what are the fields of practice that research
needs to be conducted in; and where social work needs to go in the
future with research.

Social work education, as you heard, is primarily divided into
three levels, baccalaureate level, Master’s level and the doctorate
level. The expectation is that the commitment of the baccalaureate
worker is minimal. However, the work that they do opens our re-
search base in order to see what is effective and useful in practice.

The master level, while preparing primarily for practice, super-
visory and management position, does have the expectation to do
research. However, high caseloads often inhibit them from doing so.

At the doctorate level the expectation is that in addition to ad-
ministration and teaching they certainly will conduct research.
Thus, this level of education is what drives research and places an
obligation on doctors of social work to link with the baccalaureate
workers, the Master’s workers, agencies and clients themselves to
produce a practice-based research that will enrich the field and
identify effective interventions, as well as discourage interventions
that are not very effective.

The field of practice of social work, as you have heard, is very
global, and this in fact can make research difficult. An overview is:
Family interventions; that includes family violence. Child services,
medical services; that include mental health issues, as well as cata-
strophic issues. Aging and gerontology; that includes elder abuse,
neglect and financial exploitation. Anti-poverty programs; that in-
clude homelessness, job training, income assistance. Transitional
programs, immigrant, refugee services, as well as veterans serv-
ices. Clinical issues and discrimination issues.

These practice fields suggest that creative approaches in research
may include coordination of efforts among educational institutions,
the various levels of practitioner education, practice agencies and
organizations and of course the clients themselves.

Research is basically divided into two types, qualitative research,
which is exploratory and develops hypotheses for future studies. It
also incorporates ethnographic types of studies. And then we have
quantitative, which is just survey data based types of work, and it
can include meta-analysis of large data banks like the U.S. Census.

The future agenda of social work is multi-faceted and really is
going to involve four main areas: Health care, general family
issues, underserved communities, which is going to include sub-
stance and violence issues, and community needs such as disaster
preparation.

Research has an obligation to analyze creative approaches and
meeting both national and international needs of clients. That in-
volves faith-based services, volunteerism, and education. The need
to know what changes in behavior and social factors could con-
tribute to the effective functioning of clients and the efficiency of
programs is important, both from a human factor and a cost factor.

We cannot afford in this country not to support social work be-
cause those areas that go unsupported will have a great impact on
all of the citizens who live here.

Thank you very much.
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[The statement of Ms. Bergeron follows:]

Prepared Statement of L. Rene Bergeron, Ph.D., Associate Professor of
Social Work, University of New Hampshire

Organizing the needed research and developing standards of research matching
other bodies of knowledge, such as medicine, sociology, and psychology began in the
schools of social work and later translated into the complex fields of practice. What
quickly became apparent is that the diversity of practice would dictate that no one
theory could guide social work practice, but there would need to be several theories.
Social work practitioners would need to be taught how to assess and choose the nec-
essary theory for the particular client situation, evaluating its effectiveness and
changing the intervention as dictated by its effectiveness. It also became clear that
more than one theory may drive a case (a “case” being defined as a single client,
family, or group). In 1949 the Social Work Research Group was established to help
bring special focus to these challenges. Such challenges continue today.

Social work education is primarily divided into three levels, the Baccalaureate
(BSW) level, the Master (MSW) level, and the Doctorate (DSW or PhD) level. The
expectation is that the commitment of the BSW practitioner is minimal in adding
to the research base. What is expected is that BSWs have knowledge of theory and
research, how to read and interpret it, and how to use it in practice. Their practice
outcomes add to the field of research.

The MSW level, while preparing primarily for practice, supervisory, and manage-
ment positions, does have an expectation that these practitioners will contribute to
the field of research by examining cases and conducting studies that show the effec-
tiveness of their practice. However, the reality is that these practitioners, with high
caseloads, do not have the time to conduct research.

At the DSW/PhD level, the expectation is that, in addition to administration and
teaching, research will be of paramount importance. Thus, this level of education
is what drives research and places an obligation on Doctors of Social Work to link
with the BSW, and in particular, the MSW practitioners to produce practice-based
research that will enrich the field and identify effective interventions or discourage
approaches that do not achieve the desired results.

Research Needs

Because social work focuses on the intra- and the interpersonal aspects of clients’
lives research must consider these aspects as well as the various settings of the cli-
ent. The broad range of practice settings and roles makes it difficult to succinctly
explain the various areas of that social work research that are needed because prac-
tice modalities and client needs continue to change.

Fields of Practice Affecting the Research Agenda

The following is an overview of the various fields of practice; while not a final list
it is meant to identify the complexity of and need for social work research today.
In social work interventions it is understood that assessment is necessary in deter-
mining what the issues are facing the client or client system and the need for case
management (the organization and assistance in implementing a case plan) is nec-
essary. Additionally, The National Institutes of Health clearly states that critical be-
havioral and social factors affect the health and wellbeing of people and are impor-
tant areas for research regarding treatment and, very importantly, prevention. (See
Department of Health and Human Services, National Institutes of Health, NTH Plan
for Social Work Research).

The need to know what changes in behavior and social factors could contribute
to the effective functioning of clients and the efficiency of programs is important
both from a human factor and a cost factor perspective:

Family Interventions
e Employment issues
e Family therapy
e Crisis intervention
e Housing
e Adult education
e Incarceration and integration back to communities and families
e Family violence
e Family planning

Child Services

e Safety/child welfare/foster care/prevention abuse and neglect
e School social work



20

e National and international adoption

Medical Services

Mental and physical illness

e Substance use and abuse

o Catastrophic

e Congenital and accidental disability
L]

L]

Developmental/learning disability
Hospice/end of life counseling

Aging and Gerontology
e Community services
¢ Residential care
o Caregiver issues
e Medicare
e Housing
e Elder abuse, neglect, emotional abuse, financial exploitation

Anti-poverty Programs
e Job training/placement
e Income assistance
e Food bank
e Homelessness

Transitional Programs

e Immigrant and refugee services
e Veteran services

Administration

e Program development and implementation
e Clinical supervision and consultation

o Ethical issues

e Board and task force involvement

Clinical Issues
o Counseling/psychotherapy/psychoanalysis/group therapy

Discrimination Issues
e Racism, ageism, sexism
e Lesbian, gay, bisexual, and gender supports

Research Agenda

Examination of the above practice fields and issues suggest that creative ap-
proaches in the area research may include coordination of efforts among educational
institutions, the various levels of practitioners’ education, practice agencies and or-
ganizations, and of course the clients themselves. Two types of research approaches
dominate the research field: qualitative research (exploratory research and the de-
velopment of hypotheses for future research; ethnographic study; and single case de-
signs); and quantitative research (survey data gathering and analysis; may include
meta-analysis of completed survey date, e.g. U. S. Census, large study data banks).
In addition, social work is very concerned with outcome studies to determine if prac-
tice approaches are as efficient and effective as they should or could be to assist cli-
ents and maintain agency and organization implementation of services.

Social work research must be practice based; practice must inform research and
research similarly informs practice. Educational institutions are well positioned to
interface with the practice community in order to ensure the focus of research
meshes with the real world needs, and also critical is the need to coordinate on a
multidisciplinary level with allied professions and organizations.

The future agenda of social work research is multifaceted and involves four main
areas. One area, health care, includes discharge planning and care management,
prevention of illness, effectiveness of health promotion, teen pregnancy prevention,
mental health services including returning veterans and survivors of domestic vio-
lence. A second area needing continued attention is general family issues of child
care, aging, family supports, family-centered practice, and family preservation. An
added area are the underserved communities including persons substance abuse
issues, refugee and immigrant groups, minority rights, welfare reform, housing and
community development, economic depreciation and the accessing of services. This
also encompasses community needs such as disaster preparation and response serv-
ices, homeless service needs, the delivery of human services, public housing, schools
in communities, and welfare to work programs. And last, creative approaches in
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meeting both national and international needs of clients that involve faith-based
services, volunteerism, educational externship and internship programs, forming
linkages among various disciplinary teams for more effective and efficient delivery
of services.
Conclusion

Social work is a dynamic field of practice driven by sound educational programs
and research methodologies that build on that of other disciplines, as well as re-
search that stands on social work practice exclusively. Social work research also has
assisted, and will continue to do so, in the development of programs that affect the
daily lives of the citizens of the United States from all social classes with an array
of social issues that if left unattended will affect the quality of life for all or our
citizens.

Chairwoman McCARTHY. Reverend Wells.

STATEMENT OF REV. SARAH WELLS, EXECUTIVE DIRECTOR,
GOOD SAMARITAN MINISTRIES

Rev. WELLS. Thank you very much. I appreciate you so much al-
lowing me to come today and to share with you. I share with you
the generalist view of social work. And social workers throughout
America today are facing tragic situations, and we hear this every
single day as someone will come and sit before us and break and
begin to cry. But I would like to tell you a story of a young lady
that I know of very well.

This young lady had gotten married when she was only 14 years
old, which was very normal in the life of Tennesseeans, and she
quit school and at 28 years old she found herself being divorced
and left alone. So she didn’t know any way at all to take care of
herself. As she went off she took what money she had and she trav-
eled all the way to Florida, where she had never been before. And
there she set up a tent and began her family.

She would tell her children that they were on vacation and ev-
erything was fine, that it was an enjoyable time. But at night when
they would go to sleep she would hold them very tight and she
would cry herself to sleep. She admits that this is the most fright-
ening part of her whole life and she didn’t know what to do and
didn’t know who to turn to. But her faith kept her strong, even
though depression and thoughts of suicide plagued her every single
day.

In case you have not heard or that you have not guessed at this
time, I am that woman and those are my children.

I am very pleased to be able to tell you about a gentleman that
came into my life. He was a social worker. It was the first time I
had ever heard the words. They seemed very strange and fright-
ening at first, but very important to me. He was a generalist,
which meant that he looked at the whole picture. He was able to
dissect my problems, break them down, and help me to be able to
face them and confront them head on. We were able to make deci-
sions together. He gave me all the facts that I would need.

While I was going through this time being homeless nine times
in 10 years I was also electrocuted, and I was told by one doctor
I was very, very blessed to be able to be alive. And for that I admit
today I am. At the time I did not feel that way. The pain was much
greater than the pleasure of being alive.
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But through that time I did learn all about social work from all
the way through the Master’s and the LCSW and those who would
walk by my side to help me become whole and healthy again. So
I look at this and I know that the plan for me—I am a generalist
social worker. That is very much important to me. I like being able
to see the whole picture, to be able to find the resources, to give
those people the life skills that they have need of. So walking to-
gether is very important.

Today I am much happier, much healthier, and much stronger
all because there was a social worker along the way in my life, and
I am so very thankful for that.

Today I see the greater needs at the time of homelessness for
those that I am serving than even when I had. During that time
I had people who at least could help me find part-time jobs, and
now finding a part-time job is very hard. Waiting lists for housing
is so hard. Recently I had a woman and 5 children, I couldn’t even
put her in a shelter because her two older children were boys and
they were ages 12 and 14.

So we are facing so many different barriers that are stopping us
from getting the care that they do need. Struggles are not new for
social workers; however, for some of their very own, working for a
ministry is very difficult. I have a lower income than most would
ever expect. I work many more hours, I am paid very little, but
also I have insurance. I do not have a retirement to look forward
to, but what I have every day is the joy of being able to be with
others that are hurting and to be able to lead them through that
journey.

I believe with all my heart social workers are helping angels.
They are there to walk by the sides of those in pain each day. They
work to bring positive change in this world, as you have already
heard. Solutions are not simple; however, by working together well
we will receive answers.

Thank you very much.

[The statement of Rev. Wells follows:]

Prepared Statement of Rev. Sarah C. Wells, BSW, CSWM, Good Samaritan
Ministries

“While the social service needs are dramatically rising, the ability to meet those
needs is getting tighter.”

Good Afternoon, my name is Sarah Wells, I hold a BSW from East Tennessee
State University, I am Certified Social Work Manager, a minister with the United
Methodist Church, and I work for Good Samaritan Ministries in Johnson City Ten-
nessee.

Last Monday I arrived to work to find that we had three consecutive families com-
ing in with medical emergencies. All three had a parent with cancer, were facing
death, and had to accept they were becoming homeless. The most urgent was a fa-
ther, mother, and three children that were behind in rent and their utilities were
in danger of being cut-off. The father had been diagnosed with stage four cancer,
the wife had lost her job while missing work caring for her husband, and they had
received an eviction notice. The children were very quiet and seemed to cling to
their parents during the interview. Soon I had heard that they were three months
behind in rent totaling $1,200.00. The power bill was another $289.00, there was
very little food for the family, and medical bills were piling up. It was hard to be-
lieve that this family’s income last year was $60,000.00 and now they had lost ev-
erything. Due to a recent acquired homeless prevention grant, I was able to pay the
rent, utilities, and give them food. Then I began my task of helping the family find
the community and government resources needed in the future days to come.
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Social Workers throughout America face these tragic stories each and every day.
They are trained to look at the “whole picture” and to assist individuals and families
to form positive action plans. While the social service needs are dramatically rising,
the ability to meet those needs is getting tighter. Many times finding the needed
resources becomes difficult at its best, to an almost impossible task. By working for
a ministry I normally would not have had the financial resources to help this family
to the tune of $1,489.00, but due to the new grant opportunity that better allows
our ministry to aid our community’s homeless prevention assistance, they were as-
sisted in-house. However, this just began the wide array of services that still had
to be located to under-gird the needs. It is absolutely necessary to have excellent
knowledge of, and communication with all community and government agencies. It
is the role of the social worker to pull all of these resources together to be able to
offer the means to solutions. In the aforementioned case, this particular family was
rescued from homelessness and having to move at such a delicate time, but many
others are forced to leave the security of their sanctuary and all that is familiar to
them. America’s schools are now overwhelmed with the special needs of homeless
and at-risk children. The elderly are now facing homelessness at a greater rate than
ever before.

I would now like to tell you about another family: a mother that quit school at
fourteen to marry and had to face divorce at age 28. She, like so many, had no idea
how to support herself, or her two children. She got into her car with her children
and drove from Tennessee until she ran out of money for gas in Florida. She had
a tent for the family to stay in until she could find work and housing. She reminded
her children that they were on “vacation” and that camping was fun. Each night
after the children went to sleep she cried and held them tight. The mother admits
to having more fear during that time than ever in her life. She was blessed with
two part time jobs and a small apartment in which to live. Unfortunately, there was
never enough money to pay the bills and each month the family faced eviction and
termination of the utilities. They found themselves homeless nine times in ten
years, and during one period they lived with no power for six weeks, without water
for four, and knew no one to help. The mother had never asked for help in her life
and was raised to be strong. Depression and thoughts of suicide were with her ev-
eryday, but because of her children, she had to go on. One day she walked into a
social service ministry and met a wonderful gentleman. This was the first time she
had ever heard the title “social worker.” He listened as she cried and watched as
she dumped all of her bills and receipts on his desk. After reviewing the items, he
pulled out a checkbook. She cried out that she had not come to beg, but to be taught
to budget. He said, “No money, no budget.” He paid all her current bills and then
set a budget. As the visits continued over the next few weeks, he helped her to see
areas that she could receive help. Finally, he helped her enroll in school and she
began her road to a new future.

If you have not guessed by now, I am that mother and those are my children.
I am your homeless * * * the hopeless, but now one that knows success and hope
for a lifetime. I was privileged to have a social worker that was educated, that
cared, and listened to me. He did not feed me for a day, but taught me to fish. I
completed my education with lots of help and I too, became a social worker and now
even a minister. I now give back by helping others as they overcome their journeys
of pain. My past has made me more sensitive to the struggles of others, to have
deeper wisdom, and to firmly believe in accountability. I have helped start 8 agen-
cies that assist the poor, and I serve as the pastor of a United Methodist Church.
Being able to work each day to lighten one person’s load makes my past struggles
worth it all.

Today, I see much greater needs than those in my time of homelessness. It is
harder to find and to keep jobs these days not to mention the lack of safe, affordable
housing. Utility and rent deposits are astronomical. Most of the low-income people
cannot meet the needed payments to obtain housing. Waiting lists for affordable
housing are as long as two years. If a person with no income gets into public hous-
ing, they are required to still pay a minimum of $25.00. There is not enough transi-
tional housing or shelters, with lengthy housing waiting lists. Many of the shelters
do not allow mothers with boys over the age of twelve, nor single fathers with chil-
dren to stay at all. Disability requests now take from 2-4 years for a decision and
there is very little help for those waiting. The list goes on for obstacles to service
and we face services being cut each day.

Struggles are not new to social workers; however many have some of their own.
Working for a ministry is financially difficult. Most are paid very little, are provided
no benefits, insurance, nor retirement. Fulfillment and dedication keep them serving
and doing work for others. The role of the social worker is evolving to become even
more intricate, however it remains the stronghold and bridge for those in need.
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Lives are guided by the “helping angels” serving in ministries, agencies, and govern-
ment settings each day as they work to bring positive changes to our world. Solu-
tions are not simple; however by working well together we will receive answers.

Chairwoman MCCARTHY. Thank you.
Ms. Fuller.

STATEMENT OF ADINA FULLER, MSW, LICENSED GRADUATE
SOCIAL WORKER, DEPARTMENT OF YOUTH REHABILITA-
TION SERVICES

Ms. FULLER. Good afternoon, Madam Chair, committee members.

?Chairwoman McCARTHY. Could you bring the mike a little clos-
er’

Ms. FULLER. My name is Adina Fuller. I am a licensed social
worker with the Department of Youth Rehabilitation Services in
Washington, D.C.’s juvenile justice system. As a social worker with
DYRS, I am responsible for the management and care of 27 youth
on my caseload who have been committed to our agency by D.C.
Family Court for acts of delinquency.

D.C. case management protocols require that I meet with youth
twice a month, speak with them over the phone weekly, also make
collateral contacts with parents, teachers, anyone else who is in-
volved with the child.

Most of the young people committed to DYRS come from the
most vulnerable communities in D.C. I often have to provide sup-
porting guidance not only to the child but also the families. And
?y job takes me into their schools, their neighborhoods and their

omes.

The goal of our agency is to ensure that young people are pro-
vided with an enriching and educational experience that will en-
able them to become productive citizens in their communities.

Over the past 4 years, DYRS has taken on the task of reforming
the juvenile system with the idea of improving community safety,
as well as achieving better outcomes for young people. We have
adopted the principle of positive youth development, which draws
upon the strengths and the needs of the families, as well as helping
them to find the resources and the support that they need to meet
their own needs, but also we don’t like to focus on the deficits, be-
cause we know that people struggle. So we definitely look for the
strengths in the youth in the family.

We have added a host of services to young people to include in-
home family counseling, service-learning projects, new educational
experiences, employment training and job placement assistance.

A day in the life of a social worker is often varied by the crisis
that a family is in. It also requires counseling support, information,
and referrals. I spend countless hours researching information over
the Internet, reading newspapers, and also speaking with fellow so-
cial workers who obviously are doing the same thing I am doing
in terms of finding those community-based programs that are avail-
able to youth and families.

Part of my job entails that I help them to develop viable transi-
tional plans so that they can successfully return home. Throughout
the process of engagement an assessment is important for youth
and families to identify their strengths and their needs. It is my
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job to identify the resources, the services and support that would
enable them to achieve their goals with the help of them becoming
self-sufficient and accepting personal responsibility. Those mean-
ingful experiences is what enables youth and families to improve
the quality of their own lives.

Today I have a young person who is placed in a therapeutic
group home, and right now his relationship with his mother has
significantly improved, because he is in our care, but also because
the youth and the family understand that they must now work to-
gether so that there is less conflict and more cohesion within the
family system. This young man attends an after-school program
with Sasha Bruce Youthworks, and it is our collective responsibility
to help the family improve their functioning.

We have monthly team meetings to discuss our next steps, plans
and goals. And when given an opportunity most families learn that
they can effectively communicate with each other. And this par-
ticular young man will be returning home within the next 30 days.
He will continue to receive special education services, intensive
third-party monitoring, family therapy, and participate in those
after-school programs so that he doesn’t have a lot of idle time in
the community.

I have another youth who invited me to attend his high school
graduation, and this was a young man who came into the system
for committing an obvious offense, but with individual therapy he
learned how to manage conflict, as well as to peacefully resolve his
differences. We met biweekly to discuss what he had learned in
anger management and to explore after-school employment oppor-
tunities. So as a social worker I assisted him with completing on-
line job applications, but after some careful thought he decided that
he wanted to play in the high school band and serve meals to the
homeless.

Although he made a poor decision, he did not allow that to ruin
his opportunity to become a productive young person. He partici-
pated in a group interview at Trinity College where he was selected
as a candidate to receive one the scholarships available through
Bill and Melinda Gates Foundation, and he will be attending John-
son and Wales university in Providence, Rhode Island this coming
fall. So for him this was a meaningful experience and it is some-
thing that he desired to do.

So I am glad that I have those experiences and those successes,
and that is what makes me enjoy social work as well.

[The statement of Ms. Fuller follows:]

Prepared Statement of Adina Fuller, MSW, Licensed Graduate Social
Worker, Department of Youth Rehabilitation Services

Good morning Mr. Chairman, committee members, and other distinguished par-
ticipants. My name is Adina Fuller and I am a licensed social worker at the Depart-
ment of Youth Rehabilitation Services—Washington DC’s juvenile justice system.

Prior to coming to DYRS, I was a social worker in DC’s child welfare system.

As a social worker at DYRS, I am responsible for managing the care and super-
vision for 27 youth on my case load. These are all youth who have been committed
to the department by the DC Family Court for acts of delinquency.

DYRS case management protocols mandate that I see all the youth on my case
load twice a month, talk to them once per week, regularly update their case files
in our data management system, and connect my youth with appropriate services,
programs, supports, and opportunities.
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Most of the youth committed to DYRS come from the most vulnerable commu-
nities in Washington. I often have to provide support and guidance not only to my
client, but also to their families. My job takes me into the schools, neighborhoods,
and homes of all the youth I serve.

The goal of our agency to ensure that youth are provided with opportunities that
will provide an enriching and educational experience that will enable them to be-
come productive citizens in their communities.

Over the past four years, DYRS has been engaged in a huge reform effort. In
order to improve public safety and achieve better outcomes for youth DYRS has
been making a number of changes in the system.

DYRS has adopted the principle of Positive Youth Development as its overarching
reform agenda—to build on young people’s strengths and assets instead of solely
dwelling on their deficits.

DYRS has added a host of new services and supports for the youth and the family
we serve, including: in home family counseling, service leaning, employment train-
ing and job placement, new educational experiences, and other Evidence Based
Practices.

To give a snap shot of a day in the life of a DYRS social worker, I will briefly
review the case of one of my youth:

Case Review

A day in the life of Social Worker is often varied by the circumstance of the youth
and family whether is it a crisis, counseling support, and/or information and refer-
rals that will enable a youth and family to address their needs and concerns. I
spend countless hours beyond my tour of duty counseling youth and families on de-
veloping a viable transition plans out of the juvenile justice system. Throughout the
process of engagement and assessment, it i1s important for youth and families to
identify their strengths and needs. It is my job to identify the resources, services,
and supports that would enable to them achieve their goals that would enable them
to become self sufficient and to accept personal responsibility for their lives. Those
experiences must be meaningful, which improves the likelihood that the youth and
family will be vested in improving the quality of their lives.

Some parents seem to rely upon me as a co-parent, particularly, if they are unable
to effectively reason with their adolescent. I have a young person who will com-
pleting his stay in one of our therapeutic group homes whose relationship with his
mother has significantly improved during this out of home place. While in place-
ment, the youth and family were connected to the Department of Mental Health
Services to receive individual therapy (youth), family therapy, and medication man-
agement. The family meets with the Psychologist on a biweekly basis in their home
while the young person participates in individual and group therapy with a Psychol-
ogist in the therapeutic group home. He also attends an after school program at
Sasha Bruce Youthworks. It is our collective responsibility to ensure that the young
and family have improved their capacity to function as a unit. We have regular
team meetings on a monthly basis to discuss our next steps and goals that will en-
sure the young person will successfully transition home. I have to maintain regular
contact with parents who have provided insight of how they intend to supervise, re-
ward and encourage her child to continue making responsible choices. When given
an opportunity whereby parents and children can learn to effectively communicate
with each other, it is amazing how they come to appreciate each other’s differences
when placed in an setting that is non threatening and non judgmental. I also work
closely with teachers who often contact me to set schedule parent/teacher con-
ferences and to schedule individual education plans (IEP) meetings to ensure that
the young person is receiving educational supports and services. I have to maintain
contact with the group home staff and therapists to discuss the young person’s ad-
justments in a structured settings and encouraging youth to sustain their compliant
attitudes and behavior during weekend visits at home. This young person will be
returning home within the next 30 days with an identified transition plan. He will
continue to receive special education services with District of Columbia Public
Schools, third party intensive monitoring, continued in-home family therapy with
Universal Healthcare, a core service agency with the Department of Mental Health,
and continue to participate in the afterschool program with Sasha Bruce, which will
continue to provide him with the opportunity to participate in constructive activities

I have a youth who invited me to attend his graduation from a DC Public School.
While under my supervision, the youth and family were referred to individual where
he learned how to manage conflict and peacefully resolve differences by asking for
the support of other adults in the school setting. We met on a biweekly basis to dis-
cuss what he learned in anger management and to explore after school employment
opportunities. He was assisted with completing online job applications with CVS
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Pharmacy, Harris and Teeter, and Home Depot. After some careful thought and con-
sideration, he decided that he would pay in his high school band and volunteered
at So Others May Eat, serving meals for the homeless, because it was important
for him to demonstrate that he had varied interests, talents, and his way of giving
back to those who were less fortunate. Although he erred in his judgment, he dem-
onstrated that it was a regrettable offense, but he did not allow it ruin his chances
of becoming a productive young adult. He recommended by his teachers to partici-
pate in group interviews that were held at Trinity College asked to vie for an oppor-
tunity to receive a scholarship from the Bill and Melinda Gates Foundation. He
seemed so posed when he answered questions whose themes centered about race/
ethnicity, team building, and diversity. I am happy to report that he will be attend-
ing Johnson and Wales University in Providence, Rhode Island in August 2008. He
plans to major in Business Administration and Culinary Arts because he intends
to own his own restaurant in the Washington, DC. He was awarded a scholarship
after completing the rigors of their program. He plans to major in Business Admin-
istration and Culinary Arts because he intends to own his own restaurant in the
Washington, DC.

Chairwoman McCCARTHY. Thank you. With that, I will start the
questioning.

Listening to your testimony and having read the testimony the
other night, one of the things that I want to ask is obviously we
have talked about diversity, and I represent a fairly large under-
served area and to me sometimes its overwhelming with some of
the constituents that come to us when they don’t know where to
go. I had mentioned earlier that I have a social worker on my staff,
but even with that, trying to pull together the services for some of
these constituents that have multiple issues that need to be worked
out, and each agency is a separate entity to start with, I find it
mind boggling, I truly do. So I have gone through, unfortunately,
serious injuries in my family. So I know what the social worker did
for me. I spent my life as a nurse, by the way, up to that point
and so I thought I knew everything until I couldn’t handle any-
thing and that is what it came down to.

With that being said, we are talking about diversity and, Dr.
Mama and Mr. Bird, I think that you bring that subject up. How
do we get the diversities to be able to see their way on becoming
social workers to become part of the community, to heal their com-
muni?ty, to help their community? What is being done to try to re-
cruit?

Obviously, you know when we look at our Nation today, it is a
very large diversity. And those communities and all communities
at one time or another are probably going to need the help of a so-
cial worker. Is there anything that you see or any of you see on
how we could bring that diversity into encouraging young people,
anybody, second jobs actually, not even a second job, second careers
that we can fill those needs?

And I will open that up.

Dr. MAMA. That is a very good question, and I think in terms of
schools and social work programs we try to be as available in the
community as possible. One of the things that helps when we try
to recruit students—in fact, we take this from a student perspec-
tive—is that we try to reach students in high schools, in commu-
nity colleges. We try our own students in their social work activi-
ties, try also to go into various communities surrounding the col-
lege, all of which are diverse at Monmouth, and to do service
projects, learning projects, research projects, help with the commu-
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nity. So they are almost like ambassadors into those communities
in helping them to see some of the value of social work.

But the university itself tries to make available themselves to
students from diverse communities to try and pull them into the
university. And some of that has to come through recruitment and
marketing and those usual pieces. But some of it also needs to
come in the form of financial assistance for students in diverse
communities to be able to come to college and making loans avail-
able to families and opportunities available in terms of financial as-
sistance.

I think it also requires that programs themselves be open to op-
portunities. Right now Monmouth has an increasing number of
men and women, but mostly women from an orthodox Jewish com-
munity south of the university coming into our program, into the
Master’s program, for the reasons that you mentioned. They want
to now go back into their own community to help their community.
And the only reason I think that we are seeing increasing numbers
come to Monmouth is because we have been very open in terms of
how we structure our classes, allowing them to miss classes for re-
ligious observance and not penalizing them in their education and
being respectful of their needs as a religious community.

Chairwoman McCARTHY. Mr. Bird.

Mr. BIRD. Yes. As I understood your question, you were talking
about—my response would be that in terms of I think we have to
begin to view diversity as a strength, not as a weakness or a
threat. In many cases, at least in my experience both in social work
school, graduate school and as well as in the public health arena,
there were times because I was different, because I was different
than dominant society, I think there were times that people felt
like embarrassed to engage me in discussions about what the re-
ality for Indian people in this country is today. And because of that
we wouldn’t go there and we wouldn’t have a fruitful discussion or
a dialogue that really would benefit everyone. This goes beyond the
Indian community obviously. I think all of us have so much to
learn from each other, and I am reminded of a quote by Will Rog-
ers, Cherokee humorist, and that quote is, we are all ignorant, just
about different things. And I think until we come to the table rec-
ognizing that we are all ignorant and that we all have something
to learn from each other and find some common ground in terms
of—like the lady who spoke of her homelessness, that condition in
that situation, that is, you know—I mean, I respect that, appre-
ciate that, but that sort of experience transcends her community or
her State. There are native people throughout this country, they
are in rural and urban areas, who experience very similar sort of
circumstances.

So rather than sort of look at what makes us different, I think
we need to move towards the common experience, what can we
learn from that experience and how can we really build a commu-
nity that is inclusive, that recognizes that we all are part of a larg-
er community. And until I think we have that sort of honest bring-
ing people to the table, I think we will continue to face many of
the challenges that we face.

Chairwoman MCCARTHY. I hope you are right, because I have
been waiting a long time to see that happen in this country.
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With that, Mr. Davis.

Mr. DaAvis. Thank you. It looks like we are all the health care
providers today. You are a nurse, I am a respiratory therapist and
a lot of social workers. We could just about start a clinic today.

Ms. Wells, thank you again for sharing your very personal testi-
mony. I know sometimes that is not easy to do and I do appreciate
you doing that for us. Could you talk a little bit about how your
background and your education came together, and how you used
those together to provide services in our community and a little bit
about your personal philosophy of how you actually help families.

Rev. WELLS. At age 14 years old when I quit school, and that
was the norm for growing up in my family. Most the women were
married by the age of 15 years old. But I still had this desire to
go back to school, even though my mother told me I didn’t need it,
I was just going to be a wife anyway. So at 18 years old after I
had been married for 4 years, I went and I took my GED. I had
to slip off in order to do that and to hide. And when I went in they
told me that I would not be able to take it that day because I had
not gone back to school in order to take the GED. But I talked the
young lady into letting me going in and taking it. And I walked out
with my paper stated that I had indeed graduated that day.

I was very proud of that, and that helped me in seeing the needs
of those that I work with on a daily basis. I work with so many
that quit school as they are very, very young, and there is no hope
for them to go back to school. Of course working with our Families
First in the State of Tennessee, we at Good Samaritan Ministries
are a site for those coming in. And when they can’t get a job, they
come in to us for job training and placement.

So the exciting part is to be able to share my story with them
on each and every day basis and letting them know that I know
where they have worked, what journey they are going down and
that I too can be there as a help for them. But it is an encourage-
ment to know you can escape poverty, which is definitely a killer
of dreams.

The young man that worked with me taught me something very
special. He sat down and he said, barring the fact that you have
no money and you don’t know anybody, you don’t know where you
are going in life, if you were to dream today, what is it that you
would tell me that you would like to do? So that is where we began
because I also wanted the help field more than anything. And after
meeting him I wanted to be a social worker. I wanted to be able
to share with others and hold them and to help them, but also
bring that wisdom that it is also in our minds and in our hearts
whether we want to go forward.

As I told you, it was very difficult for me because every day I
wanted to escape and I wanted to be able to take my own life even
at those points. And it is for me that he gave me that hope to allow
me to dream. So now when you come to my office the very first
thing is we have a dreaming session. We go back to the very first
thing that you ever knew that you wanted to be. And then we look
to see what would it take today for you to be there and what is
it you would like to do today.

So I believe in having those dreams and to getting up and going
on and being strong. That helps me so much in working with those
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that are actually the street homeless also. This past year we had
six that came and had been with us for several years. We lost all
six of those to death. And on one of those, one of our homeless la-
dies did something I didn’t know to do. She went to the library and
typed in and she found his family. She came in and told me their
phone numbers. So we had a gathering that night and had a fu-
neral. And we had cell phones all over the room and the family was
able to have closure by being there and hearing how their loved
one lived and how they grew and were healthy in the end. So there
was closure for their family.

That is in my heart, it helps me to know that without a doubt
that that is very important. I have closure in my life, too. It doesn’t
bother me at all to talk about my past, not anymore, there is no
pain and there is no sorrow, because I have been allowed to know
success, and I just want to share that success with others.

Mr. DAvis. Thank you. One of my favorite quotes comes from
Henry Ford. He said if you think you can or if you think you can’t,
you are right. That is the type of people we deal with as Members
of Congress; that is the type of people you deal with in your profes-
sion. And I thank each and every one of you for doing that. And
if you let people know if they have a dream, they can do anything
they want to in America.

Just real quickly, Ms. Wells, you talk about you provide an all
encompassing type of social work. How do you pool the resources
together to be able to provide these other services, homeless, food,
education? Just real quickly.

Rev. WELLS. At Good Samaritan Ministries we have an on-site
food pantry, we have off-site feeding called the Melting Pot in
Johnson City, Tennessee. So we are able to come up with a list that
we can give them about food, and we can help them with food. That
is never a problem. Our community does very well at feeding its
poor.

When we get into the complicated cases such as those like mine,
it is pulling together our resources. For me it was vocational reha-
bilitation, it was going back to school. Even though I was told by
the college and so was my social worker that with my disabilities,
because I was legally blind for 3 years and was disabled, and they
felt that my disabilities were much too great in order for me to go.
So even above those disabilities it was looking at the programs that
were community and government-based that would be able to work
hand in hand.

Our office on a daily basis are gleaning out all of the resources,
checking to see what the situation is, what do you have to do in
order to be able to apply for their services. We keep all of their ap-
plications there in our office, so they are helped to fill out their ap-
plications. We also make their appointments, and if they need an
advocate that is what we are, we go with them, especially getting
into housing.

Like I told you, the woman who really frustrated me the other
afternoon, this is one of the first times I have felt this frustration
for us in our community. She was from Nigeria, she spoke very lit-
tle English. She had five children ages from 4 to 17. Two of the
boys were ages 4 and 17, so they couldn’t go into the shelter with
the mother. I called every shelter in the tricities area and they all
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told me the very same thing. Then I began what would be the nor-
mal thing for the night, I can’t let her sleep on the streets. So I
called a motel and they refused to allow me to bring her in to the
motel due to the fact that for her—you are not allowed more than
three people in a motel.

So we are still facing a lot of barriers and resources that are
needed. Family shelters is the one that I realized for our commu-
nity that we are needing. So now we just work together in finding
those resources on a daily basis.

Mr. YARMUTH. Thank you, Madam Chairman.

I want to thank all the witnesses also for their testimony.

One of the things that has been very striking to me, as I have
traveled around my district in Louisville, Kentucky, and visited
many varying social service agencies and different programs, is
that you can analyze the value of social work in a variety of ways.
Certainly we have talked a lot about the compassionate side. Social
workers do provide comfort and aid to a lot of people in distress,
as we have heard.

But I also want to focus for a minute—I am going to sound like
a Republican here—I want focus a little bit on the economic side.

Ms. Fuller, you talked about one young man that you helped take
from a very at-risk, vulnerable position and turned him into a per-
son with a promising future. We have done a lot of work here on
the Runaway and Homeless Youth Act, and we hope that the Sen-
ate will get its act together and pass it on their side, as we did.

One of the things that I found in my hometown, we had a young
man named Rusty Booker, who testified before this full committee
some time ago, who was someone who had been in five different
foster homes, had been homeless and was destined statistically for
a dependency status. He was going to be a drain on society, there
is no question about it.

A similar thing happened to him through the programs that the
Runaway and Homeless Youth Act funds. Case managers, social
workers got him the services, the guidance he needed. He is going
to go off to college this fall as well.

So my question to you is over the course of a year, how many
young people do you think that you help move from a position in
which they are going to be a drain on society and which they are
likely to be a positive contributor to society?

Ms. FULLER. I think every youth I serve, they don’t intend—I
mean, they didn’t grow up wanting to become criminals. I mean,
sometimes just the circumstances, the impoverished states of the
family just puts you in a position where it is about survival. But
most do want to do something different.

So it is my responsibility to, in any way I can, to find that service
that meets their needs, because it is a host of programs that we
can refer them to. But if it is not a good match, if they don’t feel
comfortable, if they don’t feel like someone is connected to them,
then they won’t complete.

So it is about relationships, and it is about engagements. Those
youth do go on to complete the programs, and most end up in just
entry-level jobs, but that is a good thing, because we are helping
them to establish their character, their work ethic, their integrity.
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Mr. YARMUTH. I am just trying to get a sense of a cost-benefit
analysis. If you pay a social worker—I don’t know what the aver-
age social worker makes, I know it is not very much. Certainly it
is probably lower than the average income in the country, I would
say, not much more—you are smiling. But I am talking about how
many people during the course of the year, in the same situation
as that young man you talked about, would you help turn their
lives around?

Ms. FULLER. Every one of them if given the opportunity.

Mr. YARMUTH. Because I think what

Ms. FULLER. This is about vocational training, because some stu-
dents are somewhat behind, so by the time they get to 16 and 17,
there is a lot of catching up to do. So my focus becomes skill-based;
what is it that you are good at, what can you do, what do you want
to do, and then taking that skill base and helping them to sort of
foresee whatever it is that they want to do.

So for me it is about connecting them to employment assistance
training programs, job-training programs. In part of that you do
get that educational piece in terms of their GED, but 16, 17 is
about being able to have a skill so that you can become employable.

Mr. YARMUTH. Thank you.

I want to ask Dr. Bergeron, because you do research, has there
been any research done on the cost-benefit analysis of money spent
on social work?

Ms. BERGERON. Yes, and I certainly could send you some. There
has not been enough. What we do know is that the earlier we begin
intervention, the less costly it is, and the more successful we are.
It is so broad-based. I mean, I am just thinking of your story, and,
you know, right away I was thinking, research, research.

You know, whoever decided that in adult education, for somebody
to get their GED, that they had to return back to school, is that
a good policy? That is a great research question. We decided not
to let boys ages 14 and up into shelters. Originally that was de-
cided because of violence issues. But is that a good policy? We need
research to begin to decide, you know, if we are going to attract
women to shelters. They are not going to give up their boys any
more than they are going to give up their little girls.

So there is a cost benefit. The question really is if you don’t in-
tervene, what is the cost? The cost is huge. Had my son not re-
ceived services, and had I not had the professional background I
had, I can tell you right now he probably would not have his driv-
er’s license. He would not be employed. He would not be able to
communicate very well to people. The cost benefits to society would
be huge.

So let me see what I can get to you, because it is an excellent
question.

Mr. BAILEY. May I also respond briefly, if that is within the pro-
tocol?

There are some studies, Michael Barth out of a Hartford study
in 2001, that really looks at the cost-benefit analysis of the role of
intervention—of prevention versus intervention, which I think is
part of the question; that clearly it costs more on the back end to
provide the service than it does to try to remediate the service on
the front end and prevent the care, long-term care.
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We also know, through the National Association of Social Work-
ers, Center for Workforce Studies, as we begin to evaluate the
value added of social work to the United States, that, indeed, hav-
ing social workers present reduces more costly episodes in chil-
dren’s lives. And we can also think about this in terms of the elder
parent who is at home who, if they can get the geriatric wrap-
around services, won't require a nursing home immediately, won’t
break a hip. So that we know that prevention is always, always the
way to go rather than waiting for intervention. Intervention is al-
ways more costly.

Yes, social workers are not compensated at that time rate—the
average social worker salary is about $26,000 across the United
States. That does well in some places and not well in most.

Chairwoman McCARTHY. We actually are going to have a second
round, I just asked some of my colleagues, because I think a lot of
us have a lot more questions.

Is anybody on the panel in a time restraint? Great.

Mr. Davis.

Mr. DAvis. Thank you. I am just going to have some very generic
questions for anybody on the panel that would like to answer.

The first, how do you protect privacy of your clients, anyone?

Mr. BAILEY. Part of our code of ethics of the profession is pro-
tecting the confidentiality of your client, with the exception of
suicidality and homicidal threats or tendencies, so that confiden-
tiality is of paramount importance in the field of social work that
we are—it is part of what is trained into you from the very begin-
ning, that you respect the confidentiality of your clients, with those
exceptions, if that is the question.

Mr. DAVIS. Yes.

Mr. BAILEY. We also are looking at the moves around electronic
records and particularly around medical records, and are going to
be looking at and coming up with recommendations from the na-
tional association around standards dealing with electronic—with
electronic records. That is of concern.

Mr. DAvIS. Anyone else like to answer that?

Rev. WELLS. I know as far as for our office, when they come in,
we do it by the HIPAA rules, and we are very, very cautious. If
someone calls to talk with someone on the telephone, I do not even
allow anyone in my office to identify that they are present there.

We will take the name of the person and go and seek, and let
them know if they are present, they will give them a call back. So
we will not even make mention that they are in our office for any
reason. So we go the extra mile to protect their privacy.

Mr. Davis. Thank you.

Next general question for anybody on the panel. Can you talk to
me about faith-based initiatives and faith-based programs; are they
working, not working? Would you like to see them continue? Any-
one.

Rev. WELLS. I think the White House just came out with a new
research, according to the faith-based funds that have been re-
leased and how effective they were, and we were very excited to see
that the faith-based programs are much more effective due to the
fact that we are used to already operating on a shoestring. So we
make those dollars go even tighter and longer than most of the
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other agencies can do. It is also because we pay less, and our oper-
ations are much lower.

The faith-based programs themselves are working. The major
thing for me was this young man, when I came into the program,
he was working for a ministry, and the fact was he asked me what
my preferences were, if I had any leaning, you know, towards the
fact that—and, seeing that I was suicidal in particular, wanting to
make sure, is there a way for faith-based programs to intervene.

So he offered; he did not demand. That is one of the greatest
things for us, coming into my office. It is not a practice that anyone
has to participate in to receive services, nor to even hear about, but
the major thing is they are there for the offering.

But in particular programs such as Celebrate Recovery, in those
it gives them that faith and be able to go through the recovery at
the same time. I feel it is one of the greatest programs that ever
was, that we have been able to have.

Having to have—you know, being able to give the privilege of
faith-based programs is greater than just giving them one side, and
that is very important in our office.

Mr. DAVIS. Anyone else?

Mr. BAILEY. Social work comes out of the faith-based community,
and it is at its genesis. What we know is that especially within the
Catholic, Protestant, Jewish faith, there has been a tradition
around social justice, social action, and that there are many years
of history of faith-based organizations.

Many of these agencies utilize social workers and are very active
in their communities. I would like to share with you one group,
which is Coalition against Religious Discrimination, which is com-
prised of many long-standing faith-based groups who really are
looking at ways of working together and including a variety of
ways of thinking.

When we talk about diversity, faith is one area, one of the key
areas, of diversity and the ways in which people can be engaged
in doing social work, professional social work, but also be connected
to faith-based organizations, Lutheran Services, Catholic Charities,
et cetera, wonderful examples of organizations that have done
amazing work over the years.

Mr. BirD. I would just like to just say, since the beginning of
time, American Indian people have offered prayers for this land
and for all things and the blessings we have. So this mind, body,
spirit sort of recognition by everyone is welcome, and it is an im-
portant, critical aspect to all of us that we acknowledge the role of
spirituality and people’s religious sort of traditions, because, in
fact, there is health and well-being in that.

Mr. Davis. Thank you.

One last question: High energy costs, what it is doing to your cli-
ents? Anybody? High energy costs, high cost of gasoline, high cost
of heating in the winter, if somebody could just talk to that, and
that will be my last question.

Ms. BERGERON. I am sorry, I missed the first part of your ques-
tion. I didn’t get it all.

Mr. DAvis. I think I am out of time. I will come back around if
the Chairman will give me that opportunity. I will hold my ques-
tion for now.
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Chairwoman MCCARTHY. Ms. Shea-Porter.

Ms. SHEA-PORTER. Thank you. I have had to hold myself back,
want to jump on that side of the table and talk about this myself.
Thank you so much for being here.

First of all, I wanted to say that so often we get a phone call,
and it will be, well, somebody has to do something about this, and
social workers are the somebodies that do something about it. So
I am very proud to identify myself with all of you, and thank you.

You know, social workers find that little spark of faith and that
little spark of hope in somebody when other people write them off,
and it is our job. I will say that, miserably paid, I can remember
getting a job that required a master’s degree, which I have, and yet
in a different department within this organization, high-school
graduates were earning more. So obviously something else moti-
vates people to work like that. It is a love of other people.

Often, very often, it is also inspired by faith. I have been privi-
leged to work in organizations that didn’t have—they were govern-
ment organizations, and also I started up a private nonprofit that
was faith-based, and it was interfaith. And we only set one set of
rules there, which was that you did not try to convert anybody, and
you did not discuss that at all; that everybody who came came out
of need, and we didn’t try to, you know, position ourselves so that
one had an advantage or tried to proselytize.

So I think it works very well because we are driven by some-
thing, all of us, and whatever the reason is, when we come to the
table to help each other, that can be a great motivator. Then,
again, for some it is not. So I think you have to be very careful and
respectful about that.

What I wanted to ask all of you was if you had one item on your
wish list that you wish people knew, or you wished that they would
give, or they would know, what would it be, because each one of
us has that one thing that we wish people would know. I would tell
you what mine is; that if Americans really understood and policy-
makers really understood that if you provided housing, even if it
were just a simple room somewhere, you could stabilize people so
that they could get on with the rest of their business, but that need
for housing is so essential in order to provide the stability to work
on everything else. So I give you mine, showed my hand. Would
you all like to take a stab at it?

Mr. BAILEY. Mine would be one part with a semicolon, divided
into two pieces, if I may.

Ms. SHEA-PORTER. That is a politician for you.

Mr. BAILEY. I have been called that.

The first part would be that people have a sense of belonging to
community, a place of belonging, that that place of connectedness,
either to one other person or multiple other people, however they
define that sense of connectedness, helps us to have a wholeness
and a functionability.

In that I would also like to have recognized and understand at
the level of government, both Federal, State and local, the role that
professional social work plays in helping to maintain healthy com-
munities, that, indeed, people need support and help to be able to
achieve health and wholeness, and that the social work profession
is that.
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Ms. SHEA-PORTER. Thank you.

Dr. MAMA. I think my one wish would be education, but edu-
cation and social work from a very early age. The schools that we
place students in for social work internships, those that have a
school-based youth program that includes school social workers as
well as the usual case study team, have a better program in their
schools for students, and you find that students make better
progress when you have got social workers right in the school sys-
tem, from elementary all the way up through high school. And so
that will be mine.

Ms. SHEA-PORTER. Thank you.

Mr. BIRD. Mine comes from the Southwest in that when you live
in a region that is dependent, I mean, high desert, and you grow
your own crops, and oftentimes one very important crop historically
has been corn, or any other sort of vegetable or something that you
rely on, well, one of the elements you have to have, metaphorically
speaking in today’s discussion, is rain. Without rain, you can’t grow
anything. So we need to be aware of the fact that in order to pro-
vide the kind of resources we are discussing today, you have got
to have a little rain. Without a little rain, nothing grows.

Ms. SHEA-PORTER. I think I got that, thanks.

Ms. BERGERON. I think mine would be very creative approaches
to health care. Right now in New Hampshire, we cannot get dental
care for children on Medicaid because of the payment system and
the fact that dentists can’t afford to give dental care to Medicaid
patients.

So I think, while we have probably the best medical services in
the world, we do not have universal access on any level. I mean,
right now we have Helen’s van in Portsmouth. That is a wonderful
thing. It is very creative. It drives around to both the towns and
the cities and the rural areas to try to encourage people to do pre-
ventive as well as treatment health care.

Ms. SHEA-PORTER. Thank you. I think that is a good point.

Madam Chairman, do you want me to finish the last two?

Chairwoman MCCARTHY. Sure.

Ms. SHEA-PORTER. Reverend Wells.

Rev. WELLS. I think I would like for all of us to have uncondi-
tional respect for one another and to see the value of human life,
and that helping them is much greater than just helping.

Ms. SHEA-PORTER. Thank you.

Ms. Fuller.

Ms. FULLER. I would like to see everyone with a liveable wage,
where you didn’t feel the struggle every day. So that is what I
would like to see.

Ms. SHEA-PORTER. Thank you. Thank you for the extra time. I
told you they are great people. Thanks.

Chairwoman McCARTHY. Thank you.

Mr. Bailey, and certainly Ms. Fuller, and to my colleague Mr.
Yarmuth, maybe because I am a nurse, we always try to look at
things holistically. When you were talking about cost analysis on
how many young people you have helped, and how to put a cost
analysis on your—basically saying we don’t have enough research,
I will tell that you when my son was seriously hurt and about 4
months into his rehabilitation, which is only really the beginning
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of that, because, of course, it lasted for years, the insurance compa-
nies basically turned around and said he wasn’t going to get any
better, and that they did not feel that it was worth spending the
extra money so that he could learn how to feed himself.

Now, I have taken care of a lot of stroke patients in my life, and
I know that it was a lot of patience and perseverance on the pa-
tient and certainly the nurse on just trying to get that patient to
feed himself if that was the only thing they could do. It changed
their life tremendously.

So I don’t know how you could put a cost analysis on something,
and I mean this with all my heart and soul, because I have tried
to go to CBO and say, give me a cost analysis if we do prevention.
They say, we can’t give you a cost analysis because we don’t know.
But people know, because you see the results.

I know that we have to do that, because we are the Federal Gov-
ernment, and we need to certainly watch the taxpayers’ money,
and I believe in that. But I also know that when you are dealing
with human life, and you are dealing with the family, which all of
you are doing, you say, I am sorry, you just don’t quite fit into the
criteria, and we can’t give you any more help.

When do you cut that off? I haven’t found that spot yet and be-
lieve I am very conservative and very thrifty, but there are certain
things that I think are worth putting a dollar towards to prevent.

And going back earlier on early education, from the day I first
got here, if we spent the money that we need to spend on early
education, preeducation, we wouldn’t have half the problems we
see in society. What I never understood is even though those young
children that we help, for some reason, we stop giving those serv-
ices in junior high. Now, I am old enough to realize what junior
high was like even back then. Let me tell you, a lot of people got
into a lot of trouble. Of course, I didn’t, I was very good.

But with that being said, I mean, how much information do we
need?

But I guess the one thing I will say to you for many years as a
nurse, our pay was really, really bad. And the only difference is
most of us worked in a nursing home or hospital, so they would set
salaries. I know that all social workers that I deal with in my dif-
ferent communities, they are getting paid nothing, and I live on
Long Island. They live on Long Island, and I don’t know how to
raise your pay, and I think especially with those that are nonprofit,
they don’t have the money. They are always scrambling for money.
They will always scramble for money. There is not enough money
that we could give them to take care of the problems they have.

The only thing I am thinking, and I wish I had this hearing a
long time ago, from my nurses and teachers, we actually are giving
student loan forgiveness, mainly to help them this way: If they stay
in the profession for 5 years, their loans would be forgiven. So,
hopefully, that is something that we can look into help for those
that are going into social work.

Maybe it is not even too late, although I hear higher education
is coming on Thursday. I don’t know, I will work on it. With that,
I just need to say that, because people don’t understand what is
going on until you have been affected by it.
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Unfortunately, the one thing I did want to say, because we are
dealing with this in Financial Services, Reverend Wells, my com-
mittee came up to me and they said, well, we have a problem with
the housing problem. We have this much money, even though it
has been bumped up a little bit. We have two different groups that
take care of people, terrific groups. One takes care of the most des-
perate, homeless people out there that don’t have a house or any-
thing over their roof. Then we have our families that might be liv-
ing in a car, or they might be living with a second family, just so
they get through it. They can’t go to a shelter for exactly the same
reason you said, because they have two teenage boys. The mother
is not going to allow the two teen age boys go into the shelter with-
out her being here.

Here is the dilemma. Each group is trying to open up the word-
ing. Those that are taking care of the homeless don’t want the
wording to be changed because that will take away their pot of
funds. Obviously those with families, they want to open up the
wording, because they want to take care of those families that they
are taking care of.

I feel like I am splitting the baby here. That, unfortunately, is
what we deal with constantly here. I am hoping that through these
hearings, people actually understand we are just trying to take
care of each other.

Mr. Davis.

. Mr. DAviS. One last question, and I started down this road be-
ore.

One of the biggest issues facing the American family right now
is the high cost of fuel, gasoline. This winter we are going to go
into a problem with not having enough supply, and energy costs
are going to be high. Home-heating costs are going to be high. Tell
me some stories if it is affecting the people that you care for and
work with on a day-to-day basis. I open it up to anyone on the
panel or everyone on the panel.

Rev. WELLS. Briefly I had a case that came to me, and it was
two elderly ladies living together. They had been without power for
5 weeks. By that time it was $689 for me to get their power re-
stored. Because our—there is—another vision of this is the deposits
in order to have utilities. Our utility deposit is now $200. If their
power is disconnected, then you have another deposit. And each
time that it is disconnected, there is another deposit that is added
on to that.

So one of the things that I have to come up with is—to be able
to pay for the utilities is including paying for their new deposits
in order to get it turned back on; of course, then bringing in serv-
ices that would help them—especially with these being elderly peo-
ple, we were able to get several agencies that would come in and
help undergird their situation so that they could stay in their
home.

But we are seeing utility bills, in particular right now, where
most of the people can’t even come in for gas in order to get food.
We are actually having to go and deliver the food to the elderly.
Our elderly are calling our offices on a daily basis and crying be-
cause they—just because they get Social Security, they get $10
worth of food stamps. You and I both know you can’t buy much for
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$10. But they are wanting milk and eggs and bread, margarine, the
simple things of life we look at and take for granted. This is what
they call asking us. Then we have to take it to them, because there
is no way for them to be able to have their gas to come in.

We are also seeing the fact that our young men and women who
are on Families First program and the struggle they are having
with gas, with fuel, to be able to get to work. They are already
working at minimum wage. So when we added these high costs
now, they are not even able to afford to go to work. If they miss
work, then they lose their jobs, so we are back to square one.

You are going to be seeing much greater of this, and you are
going to be hearing more stories like this, I truly believe this, over
the next few months to come.

Mr. BAILEY. You are also going to see the impact and continue
to see in food banks and other programs the increased cost of food
that is given out to people who do not have enough food, that that
cost is also being spread. In Boston, where I live, where we have
a very, very successful food pantry, food bank program, they al-
ready are talking about the increased cost of having food. Also we
are seeing a reduction in people giving food because they are need-
ing to hold onto it for themselves.

So we are going to face both challenges in terms of the cost, do-
nations, as well as the rise in energy costs, enormous concerns now
coming from Boston, which is heavily dependent in terms of old
housing stock on oil heat. So the cost of oil for many older people,
many families, will be for them the difference between eating, get-
ting their oil. I just talked to someone the other day who says that
she is trying to manage to keep a quarter of a tank if she can hold
onto that and not go below that, but that is all she can afford to
do. She is afraid because she knows the cost is going to go up even
to just keep that quarter of a tank and how is she going to get
through the winter.

Mr. BIRD. Also I think the case—I think it is very much the case
for rural and reservation communities where people have to travel
large distances to buy gas, to buy groceries and to just conduct
their business. They are not—they can’t rely on public—any sort of
public transportation systems that urban areas have, so I think it
is sort of a unique issue.

Ms. BERGERON. Yes. I would agree with everything that has been
said. And, in addition, you know, States like New Hampshire, we
have such poor structure, public transportation, that you are not
only talking about the cost of gas, they are talking about the cost
of a vehicle, if you really wish to employ people and have them
working in areas that may earn them money.

Mr. BAILEY. I would also add one other comment that very often
people think about when they are thinking about older people, and
they are saying, well, we are going to raise the bus fare, but you
seniors get a discount. If you have ever worked with older adults
who talk about what that difference of a dime or when something
goes up a quarter when they are on fixed income, and the anxiety
that that creates when it speaks to reducing their activities of daily
living, that what for some of us seems minimal for other people is
catastrophic.
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We really have to look at the context in the which these activities
and changes occur. For some people something that appears very
negligible, for someone else is a life-and-death catastrophic issue
and has a catastrophic impact.

Chairwoman McCCARTHY. Mr. Yarmuth.

Mr. YARMUTH. Thank you, Madam Chairman.

I want to follow up on something that you began, and this is the
question of education and early childhood development. David
Brooks had a fascinating column this morning in the New York
Times, I hope everybody reads it, that talked about the real chal-
lenge to American revival as an economic power.

He talked about—he made the statement in the column that
boosting educational attainment at the bottom is more promising
than trying to reorganize the global economy. His point was that
what we have seen over the last 30-something years in this country
is actually a decline in educational attainment, largely attributable
to the fact that we have so many at-risk families where children,
in their very early years, before they are 5 years old, are not devel-
oping the social skills, the confidence levels, the nurturing that
many others do. Actually, because of this, this contributes to drop-
out rates and so forth. We know we have a horrible problem with
drop-out rates throughout the country.

My question, after that long introduction, is what role do social
workers have to play in trying to correct or—and I know, Reverend
Wells, this sounds like something that was your personal situa-
tion—in trying to balance, if you will, the early childhood develop-
ment of at-risk families? As a corollary question, is there anyone
else who can do that?

Rev. WELLS. I think in particular for my situation and in grow-
ing up is that I was never encouraged to go to school because it
was already cut out that—you know, that I was going to be a wife
and a mother and nothing else. That was to be my role. That was
something to be very proud of. That was—not to put that down,
that was an important role for us to play.

But I think the schoolteachers—and they are another one who
steps in—the schoolteachers I had encouraged me and kept me
going. At that time there was no such thing as social work in the
field of education, but my schoolteachers kept me going and dream-
ing and desiring and believing in myself that there was something
else that I could do.

Now, being able to have social workers that specialize in the test-
ing and development and being able to work with the children at
risk are very important. Also the agencies that work with children,
as we have at home, Coalition for Kids and Boys to Men, these are
mentoring programs to keep the children going forward instead of
stopping and giving up.

We have such a hopelessness among our at-risk families because
it is multigenerational, as we all know. You are fighting—I have
them coming into my office, well, we filed for Social Security today.
This is a thrill, this is an excitement, you know, we finally got to
the point where we can file for Social Security on our own and be
able to be supported by the government. They are not looking to
see what can I do for my government in order to help support oth-
ers.
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So it is the mentality all the way around, and that is why the
social worker is so important, I believe, this day and time, is to be
able to help them to keep dreaming and go forward.

Ms. BERGERON. I think social work also will come up with some
innovative programs. At the University of New Hampshire, social
work, along with the other disciplines in the College of Health and
Human Services, has started an early intervention assessment pro-
gram that includes physical therapy, occupational therapy, psycho-
social assessment, speech therapy, and developmental profiling.
This is made free to anyone who, you know, can get there.

We are still trying to fine-tune it, we are trying to broaden the
scope of it. We partnered with Dartmouth College. It has been a
wonderful program that has helped the schools. We provide con-
sultation to schools in order to help them learn how to deal with
the multitude of diagnoses that they are getting.

Let me just insert here, we tend to talk about the needs of devel-
opmental disabled children, but we also need to think about—and
I think social work is just beginning to get into this area—the gift-
ed child that gets lost in the educational system, and we can’t af-
ford to lose those children.

Mr. BIRD. I would just like to mention that, you know, we have
programs that have clearly demonstrated their -effectiveness
through research, and Head Start is clearly one of them. So we
have models already in place.

I think that we also, in the research, have a knowledge and un-
derstanding of what goes into creating or recognizing the resilience
of children coming out of dire circumstances. We know what it
takes to intervene.

One of the critical pieces that has been mentioned today is the
ability to create a positive relationship with someone or people over
time, whether it be a grandparent, a teacher or other sort of people
that are there for that child when they are in crisis or to provide
support.

The other thing I wanted to mention was that, getting back to
your question, I think there has been some research about incarcer-
ation, and that there has been some research, and I am sure we
can find that data or the study, that, as I recall, given what we are
paying to incarcerate people per capita, that we could almost send
them all to Ivy League schools.

One of the realities and—personally speaking, one of the realities
when I was growing up was the low expectation that people—some
teachers, not everyone—and some people placed upon Indian stu-
dents and expecting that they would not achieve, could not achieve,
and were not capable of higher education, were not capable of hav-
ing a dream, and that reality is still out there for many in this
country, that there is a low expectation. They don’t expect many of
us to achieve. They don’t expect us to be productive. They don’t ex-
pect us to be president of the American Public Health Association.
They don’t expect those sorts of things. Consequently, that is what
they get. They don’t—and those children are marked, and their
dreams end and are dashed, and we all lose out on a very valuable
resource to this Nation.

Chairwoman McCARTHY. I want to thank everybody for the testi-
mony that you have put forth, and certainly with your answers.
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Mr. Bird, it wasn’t that many years ago that they said the same
thing about Irish, the Polish, the German. So a lot of people kind
of forget their ancestry.

I know when I first came on this committee and started visiting
schools on Mondays, and people will say our children can’t learn.
Our children can learn if we give them the opportunity, and that
is proven. We already have the statistics on that.

But with that being said, again, I thank you all for your informa-
tion, anything that you feel that this committee should have, and
the only thing I would ask you to think about, you know, is what
can we in Congress do. Obviously, because you are so diversified,
the pay scale is going to be totally different. Those for nonprofits
are going to be there because that is where they want to be, and
the pay, unfortunately, is going to be low. Those who are in Civil
Service and other areas will have better pay. Those that are teach-
ing, you know, you will be where salaries are going to be different.
So you are all over the place, and I don’t even know how to address
that, to be very honest with you.

I will try to do what I can do on student loan forgiveness. That
is someplace where you can go. This way we can hopefully educate
our young people to go into a field that they can actually help an
awful lot of people.

With that, I am not going to read my closing statement. I think
we are all on the same page on what we want to do.

As previously ordered, Members will have 14 days to submit ad-
ditional materials to the hearing. Any Member who wishes to sub-
mit follow-up questions in writing to the witnesses should coordi-
nate with the Majority staff within the requested time.

[The statement of Mr. Altmire follows:]

Prepared Statement of Hon. Jason Altmire, a Representative in Congress
From the State of Pennsylvania

Thank you, Chairwoman McCarthy, for holding this important hearing on the
state of social work in America.

I look forward to learning more about the social work profession today from our
esteemed panel of witnesses. Social work is one career that the Bureau of Labor
Statistics estimates will grow faster than average. Some fields of social work are
anticipated to grow by as much as 30 percent by 2016. Social workers perform a
great service in our communities, providing our children, families and seniors with
guidance and education.

Social workers often face difficult and challenging work, and I appreciate all that
they do to help members of our communities. I look forward to today’s testimony
and I would like to thank the witnesses for lending us their time today.

Thank you again, Chairwoman McCarthy, for holding this hearing. I yield back
the balance of my time.

[Additional submissions for the record by Mrs. McCarthy follow:]

NATIONAL ASSOCIATION OF SOCIAL WORKERS,
Washington, DC, August 14, 2008.
Hon. CAROLYN MCCARTHY, Chairwoman,
Subcommittee on Healthy Families and Communities, U.S. House of Representatives,
Washington, DC.

DEAR CHAIRWOMAN MCCARTHY: On behalf of the National Association of Social
Workers (NASW), I would like to thank you for the important role you played in
the Subcommittee hearing on July 29, “Caring for the Vulnerable: The State of So-
cial Work in America.” Congressman Yarmuth had several questions regarding the
cost effectiveness of social work interventions, and I would like to clarify a few
points and provide some additional materials.
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Research has proven that social work is necessary to solve the seemingly intrac-
table societal problems we are facing. For instance, professional social workers are
more likely to find permanent homes for children who were in foster care for two
or more years. Yet, fewer than 40 percent of child welfare workers are professional
social workers. Professional social workers not only have a positive impact on the
over 500,000 children in the U.S. foster care system but provide significant cost sav-
ing services. Child welfare agencies that hire social work staff also have lower turn-
over than those that do not. Likewise, the Child Welfare League of America deter-
mined that targeted case management “enhances the child’s condition and/or re-
duces the likelihood that more intensive, more expensive Medicaid covered services
will be needed in the future.” Social workers play an important role in social serv-
ices and psychosocial care that leads to increased successful outcomes in a variety
of fields.

Studies of the cost effectiveness of social work are still a burgeoning area of re-
search, yet Rizzo and Rowe note that, “it provides convincing empirical evidence
that social work services can have a positive and significant impact on quality of
life and health care costs and use for aging individuals.” Research has been done
on the cost effectiveness and efficacy of social work practice with various popu-
lations, including caregivers of the elderly, elders receiving geriatric evaluation and
management, those in poverty with individual development accounts, substance
abusers, stroke patients, and aging individuals receiving social work services. Re-
search on Social Work Practice published a full issue in 2006 dedicated to these
issues, which we will deliver to you as soon as possible.

Again, thank you for the important role you played in the July 29 hearing and
we look forward to working together to strengthen our families and communities.

Sincerely,
ELIZABETH J. CLARK, PH.D., ACSW, MPH,
Executive Director.
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Cost OQutcomes and Social Work Practice

Victoria M. Rizzo
Anne E. Fortune

School of Social Welfare, State Univer:

Ta response (o escalating bealth care costs, especially
costs for which Medicare and Medicaid are the primary
payers. government officials, policy makers, and health
administrators have placed increasing pressure on health
care providers and mental health providers to answer the
following question: Whatis therelationship between the
cost of the services provided and the benefit o the con-
sumers receiving it? In other words, canhealth and men-
tal health providers demonstrate the cosi-effeciiveness
of the services they provide to consumers? Answers (o
these questions arc increasingly used to determine reim-
bursemeny structures for private insurance, Medicaid,
and Medicare. Therefore, evidence about the cost-
effectiveness of social work interventions is needed o
convince govermment officials. policy makers, and hoalth
administrators that these services are essential. For this
reason, the use of economic analysis (o examine the el(i-
cacy of social work practice is the focus of this special
issue.

‘What is cost-cffectiveness analysis? Several methods
for the economic evaluation of health and mental health
interventions exist, inciuding cost-identification analy-
sis, cost-utility analysis, cost-benefit analysis, cost-con-
sequences analysis, and cost-effectiveness analysis
{Prummond, O’ Brien, Stoddart, & Torrance; Neumann,
2005). However, the evaluation method receiving the
most attention of late is cost-cffectivencss analy
(CEA). Its prominence is aresultof the recommendations
ol The United States Panel on Cost-Lifectiveness in
Health and Medicine {Weinstein, Siegel, Gold, Kamlet,
& Russcll, 1996) and the fact sheet entitled, “Focus on
Cost Eifectiveness Analysis at the Agency for Healihcare
Research and Quality” (AHRQ; U.S. Deparument of
Health and Human Scrvices Public Health Services
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@ slbanyedy or tortune
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DO GI177104973150
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ew York at Aibany

{USDHHS/PHS), 2001). CEA is the recommended
cconomic evaluation method because

1. CLA can gquantify health costs and benefits into a single ratio.
CEA invelves comparisons between ¢
presence and absence of an intervention. The cost-per-elicet
ratio provides the difference in costs divided by

in health sz To standardize heaith s

the Panel n using quality adjusted life years

(QALYs)iom represent

the bepefitof an intervention
ity weighted” health states ranging from 1 (perfecty w 0
(dearh). Once these quality weights ate caloulated for cach
health state, they are multiplied by the time spent

the health
cive
the total numiber of QALYs (Gold, Siegel, Russell. &
Weinstin, 1996},

A can help v
public promole lhe inicgration of ach inlo praciice by
identifying which inwerventions are the most efficacions and
cost-effective (USDHHS/PHS, 2001,

TDespite the promotion of CEA by the Panel on Cost Ef-
(ectiveness, the AHRQ and iis use in other countries, such
as the United Kingdom, the United States has resisted the
use of CEA in health and mental health research
{Neumant, 2005). The reasons for resistance reveal some
of the difficulties encouniered when attempling 1o use
CEA (o examine the cost-effectiveness of social work
practice (Drummond & McGuire, 20015 Gold et al,,
1996; Neumann, 2005). What are some of the limitations
of CHA? The limitations include the cost data, CEA
methodology, and rescarch motives of investigators.

COST DATA

Collecting uniform and reliable cost data is no small
feat for social work researchers for a variety of reasons,
“The first problem with datais the reporting of charges and
payments by private insurers, Medicare, Medicaid, and
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provider agencies. Some entitiss report billable charges,
whereas others report the amount actually paid. Further-
more, the cost of resources may differ greatly by regionor
state and may be calculated using different formulas.
Some billable charges may include overhead costs, such
as office space, cmployee time, and cquipment, whereas
others do not. I doing research in sites with different
payment sources and billing/payment structurcs, the
researcher may have (o calculate average costs by apply-
ing unit costs across all the sites or calenlating average
costs in cach site and then combining these costs for a
wial average cost. These lwo average cost methods can
result in very different treatment cost outcomes. Recon-
<iling the twe methods requires additional research time
to caleulate costs (Drummond & McGuire, 2001).

The second problem with cosi data is what 1o include
in the cost of an intervention and the uniformity of this
costing across studics using similar interventions. Docs
one include in the cost of the intervention staif time,
materials. office space, and cquipment? Docs one include
the cost of transportation and time lost or gained at work
for the person receiving the infervention? Also, how does
one caleulate the cost of informal care, such as caregivers’
and velunteers’ time in transporting and providing care
oulside (he intervention [or consumers of the interven-
tion? How docs one calenlate the cost of improving the
quality of Tife of caregivers as well as consumers beyond
produciive work hours? These are questions nct eas
answered, and there are no uniform guidelines for costing
interventions.

‘The third problem with cost data is ace Although
obtaining Medicare and Medicaid data is not impossible,
state and federal guidelines and applications for obtain-
ing cost data con be cumbersome and lengthy, making it
difficult 1o complete cost analyses in a timely (ashion,
Turthermore, the lack of a single payer for health care in
the Uniled Swates presents iis own challenges. Private
insurers may be willing to provide average costs across a
diagnosis or populaton, but they ofien view the amount
actually paid as proprietary information that they are not
willing to release to researchers, If one is doing research
in sites with multiple private payers, the information may
not only be hard o obtain but also difficutt to make uni-
form for comparisons across payers. It is no wonder that
most CEA in social work practice has been dene with
poputations in Veterans Adminisiration hospitals or one
identificd managed care organization where, despite the
difficulties of obtaining data, it will at least be uniform
with the particular population under study.

CEA METHODOLOGY

CEA methedology is not uriform, making it difficult
to make generalizations across studics that cxamine simi-
lar interventions. Neumann (2003) has stated that CEA
has a credibility problem due to (a) discrepancies in cost-
ing methods across studies that make comparisons
impossible, (b) alack of uniform standards for CLIA, and
(c) the perception that CEA analyses do not meet the
practical needs of decision makers. Tn their report of cost-
cffectivencss studics of social work practice in aging,
substance abuse, dual diagnosis, health, and child wel-
fare, Rizzo and Rowe (2003) reported that studies in the
areas of substance abuse, dual diagnosis and child wel-
fare provided the most explicit explanation of the cost-
cffectivencss methods used as well as the cost data, but
these studies did not expliciily mention social workers as
the provider of services even though social workers are
the largest provider of services in these areas. Nor did
these studies explicitly deseribe the intervention for cost-
ing purposes. lurthermore. in cost-etfectiveness studies
in social work interventions with aging populadons,
some researchers missed opportunities t0 demonstrate
the cost-cifectiveness of some interventions by neglect-
ing to quantify cost in terms of decreased nursing home
costs or hospitalization costs.

Rl

ARCH MOTIVES

The motives of investigators using CHA are under
intense serutiny (Neumann, 2005). Two questions convey
the mistrust of CEA studies, and health and mental health
intervention studics in general:

1. At the igators promaling th
dlar intervention becanse they can gain financiaily?
of this fear Tosulied from imvestigators reporting p

cs bul suppresst when
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{e.g., Vioxx. Iphed:
vironment for studic
mistust o
studies, most intervention studies are 3
ers who developed the intervention, which also creates some
vl of mistrustin oday's

. The New iingland Journad of Medic
e
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Gials, and private insurer
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enducted o determine the cost-
cilectivencss of trealments are oflen scen as atlempts (o d
peaple services because of their expense rather than as
ing them with the best service thatis also cost-effectiv

his reason, stdie

mize the e
status

olin!
Another question posed is

cious buinot
ne added”

Lhey are ol
setive? This question addresses the
nponent of an inicrvention that cannot be caleukated with
CTIA analysis. Intensive case management (ICM) is a case in
poiat. ICM for dually disgnosed patients may be more expen-

(he “value added” components of

Despite the difficultics and limitations inherent in
cost-effectiveness analysis, the articles in this issue make
a significant contribution to our understanding of the
0 iveness and efficacy of social work practice
with a varicty of populations, including caregivers of the
{rail elderly, elders receiving geriairic evaluation and
management (GEM), these in poverty with individual de-
velopment accounts (IDAs), substance abusers, stroke
patients, and aging individuals receiving sccial work ser-
vices. The articles provide a variety of cost-cttectiveness
methodologies and provide findings thai will inform so-
cial welfare policy, program development, and the
delivery of social services in the United States.

For example, Toseland and Swith examine the cost
implications of a carcgiver health cducation program
(HEP) (or spouse caregivers of (rail elders who are mem-
bers of a statf-model health maintenance organization
(HMO). Their description of the interveniion and expla-
nation of cost caleulations provide a practical model for
costanalyses within an HMO setting that allows for repii-
cation in similar setiings. Furthermore, their positive
results for health utilization and cost make a convincing
case for the reimbursement of the HEP by privaie
insurers, Medicare, and Medicaid,

Engelhardt, Toseland. Gao, and Banks examine (he
long-term cffects of an outpaticat GEM program on
health care niilixation and costs. G program studies
vide the most rigoro i f1 v and cost-
effectiveness ol psychosocial interventions in aging.
Unlike previous studies of the GEM program, this study
highlights the role of social workers in the intervention
madel and makes a convincing argument for a change in
Medicare reimbursement structures that will allow for
the adoption of GEM programs outside of Veterans
Administration hospitals.

Rirro. Hortune / HIDTTGRIAL 7

Scheiner, Tin Ng, and Sherraden provide an excelient
overview of a framework for co iveness analy
with an application to 1DAS. The seven agpects of their
framework contributc an important cxtension of cost-
effectiveness o “macro level” inferventions, which have
not been a major focus of cost-cffectivencss analyses.
"Their simple framework is highly adaptable (0 other
macro- and micro-level interventions in social work
practice.

Saleh, Vaughn, Levey, Fuortes, Uden-Holmen, and
Hall clearly identify social workers as the providers of the
substance abuse freatment models in their study. Despite
the fact that social workers are major providers of sub-
siance abuse freatment, mest cosi-effectiveness studies
do not identily social workers as providers of the inter-
ventions examined. In this respect, this article has much
10 offer to the knowledge base of social work practice in
substance abusc. urthermore, the authors” discussion of
the imporiance of the provision of case management ser-
vices despile their lack of cost-eilectivencss highlights
the ethical dilemma between the cost-effectiveness and
valuc-added components of social work inerventions.
‘The article provides a perfect avenue for further discus-
ston of this struggle between cost and value in psycho-
social service delivery,

Schilling, Dorning, and Lundgren provide anexcellent
overview of the existing evidence of the cfficacy, costs,
and benefits of psychopharmacological reatment of opi-
ate addiction and, more specificaily, methadone mainte-
nance. The authors point out that social workers assess,
recommend, and wonitor treatment of substance-abusing
clients, but there is no evidence that their decisions are
based on the available empirical evidence, Based on this
premise, the authors argue that the extent to which secial
workers currently refer clients reatment that is known
to be eificacious and cost-cffective is an indicator of how
our profession will farc in an eovironment that is demand-
ing evidence of the cost-effectiveness of social work
interventions.

Claiborne exainings a care coordination maodel for
stroke survivors who have recently been discharged from
inpaticnt physical rehabilitation programs. The difficulty
measuring case managementinierventions and care coor-
dination models for use in cost-ellectiveness studies is
well documented in the terature. This small (N = 28),
randomized controlled trial adds 1o (he literature because
it provides a model for the clear articulation of a care
coordination model so that its components can be specifi-
cally identified and measured. Furthermore, the author
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8  RESHARC

ON SOCIAL WORK PRACTICE

demonstrates how charges from different sourcas can
be used effectively to determine the efficacy and
effectivencss of social work practice in an outpatient
setting,

Rizzo and Rowe (2003) present the lindings of alitera-
wre review of the studics of the cost-cffectivencss of
social work services in aging. The authors use the resulls
to (a) make explicit the current knowledge base of inter-
ventions in aging, (b) identify gaps in knowiadge. and (c)
promote a rescarch agenda for cost-cffectiveness studics
in aging to build a case for the modification of present
fedeval reimbursement siructures for social work services
in aging. The small body of literature available presents
convincing evidence that social work inierventions can
have a positive impact on health care utilization and cost
as well as the quality of life of older Americans.

Taken together. the articles in 1his special issue, which
is devoted o cost outcomes and social work practice, add
much to the knowledge base of the efficacy and cost-
effectivencss of social work practice with a wide varicty
of populations. In the coming years, there is bound to be
increasing pressure on social workers and social work
researchers to demonstrate both the efficacy and cost-
effectivencss of social work practice. This evidence will
be the basis {or crafling policy changes for reimburse-
ment structures for the provision of social work services.
Our hepe is that this special issue will be one of many
focused on this topic and (he {irst in a series of special
issues devoted to the cost-cffectiveness of the interven-
tions social workers deliver that will conuinug the profes-
sion’s development of a cost-cffectiveness rescarch
agenda that demonsirates the importance and value of our
work with the populations that we serve.
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Relationships between Social Work
Involvement and Hospice Outcomes: Results of
the National Hospice Social Work Survey

Dona J. Reese and Mary Raymer

In a struggle to balance fiscal realities with hospice philosophy, some
hospices have attempted to cut costs by reducing social work involvement.
This cross-sectional stirvey of 66 hospices found, however, increased social

work involvement was significantly associated with lower hospice costs.
Additional benefits included better team functioning, more issues addressed
by the social worker on the team, reduced medical services, and fewer visits
by other team members, along with increased client satisfaction and lower
severity of case. The authors concluded that higher salaries should be paid to
a sufficient number of highly educated and experienced social workers.
These social workers should be dedicated solely to the hospice social worker
position, should participate in intake interviews, and should be supervised by
a social worker.

Key wovds: hospice; hospice costs; intake interviews;
outcomes measurement; team functioning

ver the past two decades the U.S. hospice
Oindu stry has struggled to provide holistic

palliative care to the terminally ill popula-
tion and their families. The birth of hospice
movement occurred in the United States when it
became clear that the traditional medical model
did not meet the camplex needs of people at the
end of life; in this void hospice workers built a
system of interdisciplinary care designed to meet
the physical, psychological, social, and spiritual
needs of terminally ill people and their families.
Slowly but surely, hospice care carved its niche in
the health care system and finally achieved reim-
bursement through third-party payers.

From the advent of the Medicare hospice ben-
efit, though, and particularly because of the ad-
vent of managed care, the health care system, in-
cluding hospice, has been challenged to contain
costs in patient care while improving quality and

outcomes (Dinerman, 2002; Rizzo, 2002). Medi-
care reimbursement has been seen as inadequate
to cover hospice costs (Mahoney, 1997; “Seeking
Stability,” 2003); as a result, administrators have
experienced tremendous pressure to make deci-
sions based exclusively on fiscal realities. This has
created considerable role conflict as they struggle
to maintain the original hospice vision of holistic
patient care (Dinerman; Mahoney).

Since the beginning of Medicare coverage, the
strong psychosocial emphasisin hospice has be-
gun to fade; reports from around the country sug-
gest that economiic realities of the health care sys-
tem have left little or no role for social work
{Colane, 1993; Sontag, 1996). Social work has
been viewed by some administrators as an “ancil-
lary service,” that is, nice but not necessary; and
Kulys and Davis {1986) found that hospice
nurses were more active than social workers in

CCC Corder 0037-8046/04 $3.00 3 20
National Association of Sovial Workers, Luc.
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the provision of psychosocial care. Reports by
MacDonald (1991), Sontag (1996}, and Csikai
(2002) revealed the continuation of this pattern.

Many social workers see patients only on an
“as needed” basis, as determined by a nurse. Non—
social workers regulzlrly provide psychosocial care,
and social workers are involved primarily in as-
sessment. Social workers may have difficulty gain-
ing access to patients and families; and hospices
may be reluctant to acknowledge a family’s need
for social work intervention until a problem has
reached crisis proportions. Social workers in many
areas of the country have seen their caseloads rise
as colleagues were laid off or positions were not
replaced. At the same time, nursing caseloads are
much lower, hospices hire many more nurses than
social workers, and patients receive many more
nursing visits than social work visits ([ta, 1995
1996; Reese & Brown, 1997; Sontag, 1996).

The social work section of the National Hos-
pice and Palliative Care Organization (NHPCO)
received many reports of this situation from social
workers nationwide and called a meeting of hos-
pice social work leaders to develop a plan of ac-
tion. The purpose of the current study, formu-
lated at a roundtable discussion at this meeting, is
to provide documentation of the relationship of
social work involvement to hospice outcomes.

Effects of Social Work Involvement on
Hospice Outcomes

Despite the underutilization of social work in hos-
pice, several studies have demonstrated that in-
creased social work involvement in hospice was
related to reduced costs. These studies imple-
mented new programs in which social work in-
volvement was increased, including involvement
in the intake interview (Cherin, 1997; Mahar,
Eickman, & Bushfield, 1997; Paquette, 1997).
Also, these studies found beneficial differences
between pre- and posttest measures, including
fewer hospitalizations, on-call visits, and hours for
nursing visits (Mahar et al.; Paquette). Increased
social work involvement was also associated with
lower pain medication costs (Cherin; Mahar et
al.); less frequent use of [Vs (Paquette); higher
quality of life for patients (Cherin); improved
nurse, client, and physician satisfaction
{Paquette); and a reduction in statf turnover
(Paquette).

[n summary, studies have consistently indi-
cated that early and continuing social work in-

volvement is associated with beneficial hospice
outcomes. Few studies have been conducted,
however, and those few have consisted of nonran-
dom, local samples. The studies have been quasi-
experimental; therefore, they have not docu-
mented relationships between a variety of specific
social work involvement measures and specific
hospice outcome measures. This study provides a
national probability sample with a survey design
to address these gaps in the literature. Based on
previous findings and the authors’ practice experi-
ence, the following hypotheses were developed for
this study:
m Social work involvement is significantly as-
sociated with hospice processes.
m Hospice processes are significantly associ-
ated with hospice outcomes.
m Social work involvement is significantly as-
sociated with hospice outcomes.

Method

Three volunteer hospices participated in a pilot
study to test the instruments and methods for the
survey. The formal survey was conducted with
330 patient cases in 66 hospices. The NHPCO se-
lected a stratified random sample of 350 hospices
from their list of provider members—15 percent
of the member organizations. The sample was re-
stricted to home hospice programs in operation
for at least one year and stratified to reflect the
proportions of hospices in NHPCO membership
according to Medicare certification versus
noncertification and for-profit versus nonprofit
status. Seventy-six haspices responded, for a re-
sponse rate of 20 percent. The data from 10 hos-
pices were excluded from this analysis because
they submitted incomplete data; thus, data analy-
sis was conducted with a sample of five patients in
each of the 66 hospices.

In each hospice, the most experienced social
worker was designated as the social work liaison
for the study. The social work liaison completed
the social work questionnaire and selected the five
most recently deceased patients for the study. The
social worker who had been assigned to each of
the selected cases completed the chart review form
for that case. In addition, the hospice director
completed the director questionnaire. The survey
was conducted by mail; data collection procedures
were monitored by telephone calls to each hospice.
Data were collected regarding social work involve-
ment, hospice processes, and hospice outcomes.

Social Work / Volume 49, Number 3 / July 2004
—

416



51

The coinvestigators, building on existing
NHPCO guidelines for hospice social work ser-
vices and input from experts in the field, devel-
oped most of the measures for the survey. In addi-
tion, we measured team functioning with the
Team Functioning Scale (Sontag, 1997; o, = .86)
and severity of case with a revised version of the
Social Work Acuity Scale for Hospice (Huber &
Runnion, 1996; o. = .70).

The data were entered into SPSS, assigning one
line of data for each patient. There were five pa-
tients in each hospice, and some of the data per-
tained to the hospice as a whole rather than to an
individual patient (that is, ratio of social workers
to patients in the hospice). The hospice data were
repeated on each of the five lines of patient data
for that hospice, so that each line of data would
contain both patient and hospice data. In this
way, relationships could be tested between patient
and hospice data (that s, the relationship of the
social worker to patient ratio in the hospice to the
severity level of an individual patient case). We
note concern that repeating the hospice-level data
in the database in this way could increase any ex-
isting measurement error.

Regression analysis was not feasible because of
high collinearity between independent variables.
Thus, to test the research hypotheses, we con-
ducted bivariate analyses using # tests, correla-
tions, and y? tests. A significance level of p < .05
was used throughout.

Results

In calculating averages in the following, medians
were used when skewed distributions biased the
mean. Fifty-two percent of the patients in the
sample had primary caregivers. Only 4 percent
had unsanctioned emergency room visits. Sev-
enty-eight percent of patients died in their homes
as planned. The median number of nursing visits
to patients in the sample was 10, in contrast to
two social work visits,

The median daily census for the sample of hos-
pices was 34. The social worker participated in the
intake interview in only 38 percent of hospices.
Only 18 percent of social workers were supervised
by a social worker.

Social workers were paid less than nurses
with similar education. The mean full-time
equivalent of nurses was 8.33 (SI) = 7.80); it was
2.84 for social workers (510 = 2.65). On average,
there were six social workers for every 100 pa-

tients, compared with 18 nurses for every 100 pa-
tients. The social work liaisons had a median of
10.25 years of full-time experience after receiving
their social work degrees, and 81 percent were
MSWs.

Hypothesis 1: Social Work Involvement and
Hospice Processes

A number of indicators of social work involve-
ment were significantly associated with hospice
processes (see Table 1). Addressing more issues
on the hospice team was significantly associated
with indicators of services delivery, qualifications
of the social worker, qualifications of the supervi-
sor, hospice spending, and hospice stafting. Hav-
ing no duties in addition to the hospice social
worker position was significantly associated with
addressing more issues on the interdisciplinary
team [1(95.944) = 3.257, p. = .002]. We also
found that supervision by a social worker was sig-
nificantly associated with the hospice social
worker having no duties outside of the social
worker position [x*(1, 66) = 20.306, p=.000].
Also, qualifications of the social worker and staff-
ing were significantly associated with better team
functioning.

Hypothesis 2: Hospice Processes and
Hospice Outcomes

The relationships of sacial work involvemnent and
hospice processes are important because of the
association of hospice processes with hospice out-
comes. Better team functioning was significantly
associated with a number of beneficial hospice
outcomes, including level of medical services pro-
vided and costs (Table 2). In addition, addressing
more issues on the team was significantly associ-
ated with fewer visits by other team members on a
particular case (r=—18, p=.02).

Hypothesis 3: Social Work Involvement and
Hospice Outcomes

Tn addition to its association with hospice pro-
cesses, social work involvement was also associ-
ated with a number of hospice outcomes. Services
delivery was significantly associated with several
hospice costs and patient outcomes. Qualifica-
tions of the social worker were significantly asso-
ciated with level of medical services, costs, and
patient outcomes. Hospice spending was signifi-
cantly associated with costs and patient out-
comes. Finally, staffing was significantly associated

Reese and Raymer / Relationships between Social Work Involvement and Hospice Outcomes
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Table |

—
Significant Relationships between Social Work Involvement and Hospice Processes

Hospice Processes

Better Team More Issues Addressed by
Social Work Involvement Functioning Social Worker on Team

Service delivery
Participation in intake #(183.8) =-2.151,p=.03
More client contacts

Qualifications of social worker
MSW £196) = 2.531, p=.01 +(83.327) =-2.531,p=.01
More experience since SW degree

Qualifications of supervisor

Supervision by social worker 1(87.399) = —3.633, p = .000
Hospice spending

Higher BSW salary r=.28,p=.007

Higher MSW salary

Higher social worker costs r=.21,p=.02
Staffing

Higher full-time equivalent of social workers 7=.30,p=.000

No additional duties outside of hospice social

worker position £196) =1.931, p=.05 $(95.944) = 3.257, p = .002
Social worker to patient ratio r=.20,p=.02 r=.16,p=.05

with medical services, costs, and patient outcomes Despite these benefits, however, we also docu-
{Table 3). mented a trend to minimize social work services
in hospice care compared with nursing services.

Discussion Despite the importance of social work participa-
The results of this study are consistent with the tion in the intake interview, for example, social
literature in documenting benefits to clients and workers participated in the intake in only 38 per-
hospices from increased social work involvement. cent of the hospices.
Table 2
Significant Relationships between Hospice Processes and Hospice Outcomes
Hospice Processes

Better Team Morte Issues Addressed by

Hospice Outcomes Functioning Social Worker on Team

Medical services

Lower average no. of hospitalizations per patient r=—.58, p =.000
Hospice costs

Lower home health aide costs r

Lower nursing costs r

¥

r

32,p
33, p=.000
—31,p=.000

Lower labor costs

Lower overall hospice costs
Visits by other team members

Fewer home health aide visits r=-18,p=.02

Social Work / Volume 49, Number 3 / July 2004
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Tn addition to lending credibility to earlier
studies, this study provided new information
about the relationships among social work in-
volvement, hospice processes, and hospice out-
comes. We found new information about the rela-
tionships between social work involverent and
hospice processes, including the contribution of
social work input to the team and team function-
ing. The implications of these hospice processes to
hospice outcomes facilitate a beginning under-
standing of the mechanism by which social work
services predict hospice outcomes.

When interpreting the results of this study,
several limitations should be kept in mind. First,
the 20 percent response rate compromised the
representativeness of the sample. Demographic
patient data in our sample were similar to aver-
ages reported by the NHPCO (1999), however,
indicating possible similarities in the other vari-
ables measured as well. Second, causal relation-
ships cannot be assumed because of the cross-sec-
tional survey design of this study. Despite these
possible limitations, the results of this study are
consistent with previously published literature
and provide new information as well. We believe
this study represents a useful step in the develop-
ment of a body of knowledge in this area.

Social Work Participation in Intake

Sacial workers have unique skills that are impor-
tant during intake. Using an ecological perspec-
tive, the social worker can identify problems in
the environment that may affect care. A plan of
care that mabilizes a supportive response from the
environment can then be formulated. The social
worker also has skills to help the patient and fam-
ily adjust to the presence of hospice caregivers and
the interaction with the social services network. In
addition, the social worker is prepared to inter-
vene with family dynamics, which often have an
impact on the effectiveness of hospice services and
outcomes for the patient. The social worker has
the skills to identity high-risk characteristics at
intake (that is, high levels of death anxiety or dys-
functional family interaction), which would not
be resolved by more nursing visits (Silberstein,
1998), and plays a proactive role that helps pre-
vent crises, Prevention of crisis may help explain
the relationship of social work involvement to
hospitalizations, pain costs, labor costs in terms of
number of visits required, and overall hospice
costs.

Client Satisfaction

Several studies have demonstrated that client sat-
isfaction is strongly influenced by the quality of
communication with health professionals
(Grbich, Maddocks, & Parker, 2001). Health pro-
fessionals often do not have adequate training in
interpersonal skills (Schulman-Green, 2003), and
patients complain that physicians do not pay
enough attention to their treatment preferences
{Childress, 2001). In contrast, communication
and advocacy for client self-determination are two
of the most highly stressed areas in social work
training. Social work practice is directed to im-
proving interactions between people and their
environments, which includes modifying the en-
vironment to be more responsive to client needs
and preferences (Germain, 1991). The social
worker advocates for the patient’s active partici-
pation in his or her own care and represents the
patient’s interests when communication breaks
down between family and patient or between pa-
tient and staff. Thus, it makes sense that active
social work involvement with hospice cases would
be associated with improved client satisfaction.

Team Functioning

Quiality of interaction also affects functioning of
the interdisciplinary hospice team. Job satisfaction
in hospice has been linked to team functioning
{DeLoach, 2002; Vachon, 2000). Team communi-
cation has been found to directly affect client care
(Childress, 2001; Thompson, Rose, Wainwright,
Mattar, & Scanlan, 2001), but hospice workers
report frustration with poor interactions with
team members (Sontag, 1996). Social workers in-
tervene in transactions between all subsystems in
the client’s environment, which includes interac-
tions with the team (Germain, 1991).

Implications for Practice and Policy

This study suggests that an interdisciplinary ap-
proach that includes the full involvement of social
workers is important in the delivery of effective
end-of-life care. Unfortunately, the social work
profession has been slow to measure empirically
its contribution to hospice and palliative care. Pa-
tients, their families, hospice programs, and the
social work profession have suffered the conse-
quences of this oversight. Although there is lim-
ited research in this area, the findings of this study
are consistent with other studies. Enough of a
consensus exists to comfortably offer the following
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conclusions and recommendations for hospice
policy and practice.

Establish Higher Social Work Salaries and Hire
Social Workers with More Education and Experi-
ence. Results of this study indicate that sacial
worker education, experience, and salaries are as-
sociated with beneficial hospice outcomes. We
conclude from this that hospice programs would
benefit by hiring the most highly educated and
experienced social workers available. We reason
that higher social work salaries may help attract
the best-qualified applicants.

Obtain Supervision by a Social Worker. His-
torically in hospice, administrators from disci-
plines other than social work have supervised so-
cial workers. We advocate for supervision by a
social worker because of its association with ben-
eficial hospice processes.

Implement Routine Social Work Participation
in Intake Interviews, Study of social work partici-
pation in intake interviews has consistently found
an association with beneficial hospice outcomes.
One reason for this, in our opinion, is that joint
visits present hospice as a team from the start of
services and allow for smoother teamwork. As a
result, productivity for all disciplines is enhanced.
The social worker addresses more issues with the
team, and fewer visits are necessary by home
health aides and nurses. Hospice labor costs are
reduced as a result. Social work participation in
the intake interview is also important because
early social work intervention allows prevention
of crises.

Hire a Sufficient Number of Social Workers
Dedicated Solely to Client Care. Social workers
frequently wear too many hats in hospices. Our
results indicate that assigning duties beyond the
social worker position is associated with unfortu-
nate hospice outcomes. Based on our practice ex-
perience, if a hospice has an insufficient number
of social workers, social work services tend to be
provided in crisis situations only, and there is
little apportunity for in-depth social work contri-
butions to the tearm. Consequently, the team does
not function as well or adequately provide psy-
chosocial care.

According to our experience, although clients
may contact the on-call nurse with physical symp-
toms, frequently psychosocial needs such as anxi-
ety management are at the root of after-hours
calls. Client problems may become more severe,
with increased physical pain resulting from in-

creased psychosocial pain. This could explain our
result of increased pain costs if the social worker
had additional duties. Psychosocial needs may
trigger hospitalizations or the need for continuous
care. In this situation, clients may need more vis-
its from other team members, more continuous
care, and more hospitalizations and may be less
satisfied with the hospice services. An end result is
higher costs for the hospice.

Conclusion

‘We suggest that hospice social work intervention
should not be the result of a crisis or an as-needed
service. Social workers should participate in in-
take interviews and provide continuing interven-
tion to prevent crises and reduce the severity of
cases. Expert psychosocial interventions from the
beginning of the case can ensure that all options
are explored before less effective, higher-cost op-
tions are used. Skilled psychosocial care would
have an effect on other aspects of a client’s well-
being, including pain and the need for continuous
care and inpatient treatment.

We recommend, based on the results of this
study, that hospice administrators establish ad-
equate social work budgets to provide salaries that
attract highly educated and experienced social
workers. [n addition, social work budgets should
be adequate to hire a sufficient number of social
workers with no duties outside of the sacial
worker position and to provide supervision by a
social worker.

Although increasing the social work budget may
initially cost more, the results of this study strongly
suggest that reducing social work involvement
does not reduce hospice costs in the long run. The
opposite seems to be the case. The importance of
psychosocial care as espoused by hospice philoso-
phy must become a reality and not merely an
ideal. The role conflict experienced by administra-
tors trying to balance fiscal realities with hospice
philosophy appears to be unnecessary. This study
supports earlier findings that true interdiscipli-
nary care with full involvement of sacial workers
is also the least expensive form of care. B
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An estimated 52 million Americans are believed to have
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et al., 1997). Health expenditures incurred 1o {real thess
ilinesses, especially substance abuse, constitute a signifi-
cant proportion of the national health bill. Estimates of
(he costs o society from substance abuse have reached
approximately $166 billion, with $99 billion becanse of
aleohol abuse alone (Robert Wood Johinson Foundation,
1994). In 1995, a conservative estimate of Federal spend-
ing on substance abuse wtaled $77 billion, representing
roughly 10% of entitlement spending health. disability
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in the substance abuse ficld is the managed care industry
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end 1995, 124 million out of the 142 million Americans
enrolied in managed care plans were enrolled in a man-
aged bebavioral health program (Hdmoads et al., 1897),

With the financial pressures that health care providers
are cxpericncing, many organizations arc cxanining
strategies and interventions that would reduce cost and
vield better or comparable results. “the substance abuse
treatment {ield is no exception. Afier the success of ¢z
management programs in the mental heatth field (Brindis,
Ptetfer, & Wolfe, 1993) in Zimmerman and Wicnchowski
(1991}, many proponenis have advocated its use to sup-
plement existing substance abuse treatment regimes. The
rationale is that a comprehensive case m S will
help clients receive coordinated care (Ridgely, 1994 and
ongoing support services {Ashrey, 19925 Katz ¢t al,,
2000, Siegal etal., 1996), thus reducing the imensity (ie.,
costs) of substance abuse treatment and improving over-
all effectiveness.

Studis f case management have focused primarily
ondescription, theory, and implementation aspects of the
intervention {Sicgal & Rapp, 1996). Although soveral
studies have shown support for the cost-etfectiveness of
dmg abuse treatment, fow have examined the cost-
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effectivensss of case management accompanying drug
abuse treatment (Hubbard et al., 1989). Although
improved [unctioning and reduced substance abusc
should be the primary focus of any program evaluation
related to substance abuse treatment, understanding the
costs associated with any intervention cannot be ignors
1t is possibie that case management may Jead 1o signifi-
cant decreases in clients use of substances and significant
improvements in thelr {unctioning, but if these benefiis
are accompanicd by excessive costs, alternate programs
may be more feasibic.

This siudy, which is part of a larger clinical trial, exam-
ines the cost-cffectiveness of case management for indi-
viduals treaied for substance abuse in a resideatial set-
ting. A program administration viewpoint (substance
abuse treatment facility initiating a case management
supplement to traditional treaument) rather than a broader
socictal viewpoint is adopted for these analy ‘The
assumption is made that case management can be an im-
portant part of the treatment regime in a substance abuse
freatment program.

METHODS

Site and Participants

‘The study was conducted from October 1995 through
Qctober 1998 at Mid-Lastera Council on Chemical
Abuse (MECCA) with clients in their residential facility
for substance abusc treatment. MECCA is a community-
based, nonprofit, substance abuse (reatment agency wiih
multiple programs. The main office is located in a metro
county (as classified by U.S. Department of Comumierce
Bureau of Economic Analysis) with a population of
98,000, The three additional countics that comprise
MECCA’s catchiment area are classified as rural counties
adjacent to a metro county by the U.S. Bureau of 1
nontic Analysis and have a teial population of 42,000, OF
MECCA’s clients, 85% originate [rom within the four-
county catchment area. Clients in the residential treat-
ment program were recruited  the study if they met any
of the following criteria: (a) had more than one drug- or
alcohol-related offense, (b) had a breathalyzer test with a
blood aleobol content of 0.2 or higher, or (¢) were
involved in a drug- or alcohol-related accident.

Potential study participants were informed that all
information would be kept confidental and that the par-
ticipant would be compensated for participation in the
study. Written, informed consent was obtained from all
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participants. A total of 1.109 resideniial clients were
assessed and invited to participate. Of these, 662 (60%)
clienis agreed o participate. Of these, study siafl con-
ducted follow-up asscssments with 278 (42%) at 3
months, 306 (46%) at 6 months, and 263 {40%) at 12
months. A greater proportion of participants than non-
participants were female, had recen periods of lamily
conflict, had recent days of substance abuse, and had
been arrested and incarcerated. Participants alse had
more psychiatric symptoms than nonparticipants
(Vaughn. Sarrazin, Salch, Huber, & Hall, 2001).

Participants were randemiy assigned to one of three
experimental conditions (conditions A, B, or Cyor a con-
trel condition that did not include case management (con-
dition D). ‘The only differences between the case man-
agement conditions were the locations at which case
managers practiced and the method of communication
between case managers and clients.

All of the case managers were employed by the study
and used the fowa Case Management (ICM) model. a
strengths-based problem-solving approach or philosophy
of case management. The ICM model is grounded in tra-
ditional sceial casework and uses a health care problem-
selving philosopby (Hall, Carswell, Walsh, Huber. &
Tampoler, 2002). The overall approach with clients is
bascd on a strengths perspective and uses language from
solution-focused therapy to emphasize client strengths
and resources (Hall & Carswell, 1996). By approaching
clic ith this perspective, case managers emphasized
client assats, desires, abilities, and resources (o deal with
problems. The ICM approach also demonsirates respect
for the clienis’ ways of thinking and dealing with life situ-
ations through specific procedures and activities. Case
managers cmphasized working with concrete behaviors
and clearly delineated goals, rather than [ocusing on {eel-
ings or on vague or undefined outcomes, Lurthermore,
ICM provided specific techniques lor eliciling be-
haviorally specific goals and examples of strengths and
provided guidance on an appropriate clinical framework
for therapeutic work. Along with these innovations, the
iCM model emphasized outreach into the community
with the client and therapeutic counseling at times with
the client would benefit most. ICM was organized around
six functions that form iis core therapeutic process: (a)
oricatation and contracting, (b) assessment and monitor-
ing, {(¢) solution planning, (d) referral, () orientation (o
transitional casc management, and (f) cliont-directed case
management (Hall et al,, 2002),

Condition A (drug treatment ageney) consisted of case
management by two social workers who were employed
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by the study and who had their oifices at the primary drug
treatment facility. This condition was intended to test
whether on-sile case managoment, which is likely o be
the predominant approach to case management, is more
effective than off-site or other forms of case management
not as closely linked with primary substance abusc treat-
ment. These case managers participated in clinical meet-
ings at MLICCA and bad much casicr access to the clients
while the clients were in residential treatment.

Condition B (social services agency) consisted of ¢

managerment by two social workers who had their offices
at a local social services agency. This condition was
included to test if off-site case management is more effec-
tive than cu-site case managenent. These case managers
participated in the administrative organization of the
social service agency and had more difficully accessing
clients while the clients were in residential treatment at
the drug treatment agency. Because residential treatment
lasted between 10 and 14 days usually, the inside case
managers only had a theoretical advanrage during that
tiine when the client lived at the center.
Coadition C {ielecommunications) was included to
compare the effectiveness of a telecommunications s
tem, which is common in many managed-care organiza-
tions to face-to-lace case management, In the elecom-
munications condition, a social worker was cmployed by
the study and had an office in the administrative center {or
the study at the university. By des this case manager
met with clicnts in person while these clients were in drug
wreatment and subsequenty provided most case manage-
ment over a telecommunications system. Clients could
leave messages on the systern as needed and case manag-
crs coordinated care and performed other functions over
the telephone. The telecommunication case manager
worked with a double caseload of clients compared with
case managers in Conditions A and B, This case manager
mel with patients in personal the primary treatment facii-
ity one to three times to complete some basic tasks and
then provided most case management through a telecom-
mugications system. Clients couid leave messages on the
system as needed and the case manager coordinated care
and performed other functions over the telephone.

The case managers in Conditions A and B carried
active case loads ranging from 16 to 20 clients and fo-
cused most of their primary interventions during the first
90 days following discharge {rom drug treatment. These
four case managers carried less active case loads {those
beyond the first 90 days alter treatment) that ranged (rom
48 1o 60 for up to 12 months following intake into drug
wreatment. As mentioned, the sole telecommunication

G-

case manager had a double case load (32 (o 40 active, 96
to 120 less active) that could be handled, theoretically,
more efficiently because of the technelogical features of
our telecommunication system.

Measurement of Effectiveness

All individuals admitted to the treatment center duting
the time period ol the study were administered several
assessment instruments, including the addiction severity
index (ASL). The ASLaddresses seven domains including
physical health, mental health, alechol abuse, drug abuse,
cmployment, family, and legal status. It has been used in
numerous studies 0 measure ouicomes of substance
abuse treatraent (Lyons, Howard, ('Mahoney. & Lish,
1997; Mcl.ellan et al,, 1992). Mclellan Tuborsky,
(¥Brien, Woody, and Druley (1982) have developed sum-
mary composite scores covering cach of these scven
domains. The composite scores have been shown to be
highly valid and rcliable measurcs of clients” severity of
functioning (McLellan Luborsky, Woody, & (’Brien,
1980; McLellan ot al.. 1982). Howoever, (hese scores are
not the most meaningfl measures for use in cost-effec-
tiveness analysis because they doe not have a standacd unit
of measurement that can be used {or linancial analysis by
clinicians or program administrators (Salch etal, 2002).

One of the main criteria for judging the effectiveness ol
substance abuse treatment is the reduction in substance
use (Mclellan et al., 1996). Vor the aims of this study, we
selecied client seli-reported days of any substance use in
the past month from the AS1 to create the number of days
of abstinence during the past month, The measure of sub-
stance use employed by researchers can range from
amount of the substances used, to the number of days over
a specific time period during which the client used a sub-
stance at least once, or its inverse, the number of days of
absiinence over a speciiic number of days possible. The
¢ guestion is whether we use abstinence (a very con-
servative measure) as the desired ouicome or do we focus
on substance use with reduction in substance use as the
desired cutcome (a inore realistic measure in some ways).
ome studics measure sobriety as complele abstinence
from substance abuse indefinitely (i.e., never relapsing
again; Ouimette, Gima, Moos, & Tinncy, 1999; Walton,
Castro, & Barrington, (994). Others have looked at
shorter abstinence periods ranging from 24 months absti-
nence (Zywiak ct al.. 1999) to an abstinence year
(Shepard, Tarson, & Hoflman, 1999a) w days of absti-
nence from substance abuse {Drake, Mercer-Mcl'adden,
Mueser, McHuga, & Bond, 1998), We decided that days
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of abstinence would be a reasonable measure of inter-
vention effectiveness, mainty because we do not have
evidence-based standards of acceptable substance use by
those who have received drug treatment. 1o measure
change over time, the ASIand other instruments were re-
administered to study participants at 3, 6, and 12 months
ollowing intake inw drug treatment. In our overall re-
scarch, rescarchers target several outcome variables that
arerelaled (o the goals of the case management program.,

Measurement of Costs

‘T'he primar s considered in the cost-cttectiveness
analysis were the costs of Ueatmeny, case management
statt salary and benetits, travel costs. and the cost of the
ielecommunication system, The costs of subsiance abuse
weatment were added to those related 10 case manage-
meat for two reasons. 1irst, the model used in the project
considers case management as a supplement 10 reatnent
and not as areplacement. Given that, it was important ©
consider both as one wreatment package. Second, sub-
stance abuse treatment clients receiving case manage-
ment are likely to have a different length of stay than ¢l
ents who receive no case management services {Schwagtz
& Baker, 1997). It is therelore important fo capture such
differences in substance abuse treatment costs that other-
wise would not be captured if the costs of case manage-
men are considered alone,

Costs of substance abuse treatment for ail groups were
abtained from the treatment facility. Case management
labor and travel costs were estimated nsing data from the
case management information system. a computerized
databasc in which case managers log their activitics and
time spent with or on behalf of cach client. Labor costs
were estimated for each client based on the number of
hours that case managers spent working with or on behalf
of the client and the case managers’ budgeted salaries and
“Travel costs were estimated based on the dis-
e manager iraveled in his or her case manage-
ment activitdes. Telecommunication system costs were
allocated based on the costof'the telecommunication sys-
temand its use by the case manager and the residential cli-
enty recruited in the project. Other costs, such as supplies,
training, and overhead were not considered because of
insuflicient data, The social workers involved with the
project were famifiar with the case management maodel,
which decreased training costs.

Two approaches 10 cost calculation were used: cumu-
Iative and add-on. In the cumulative method, costs were
calculated from haseline 10 the respective periods (3, 6,
and 12 months), The add-on method considered costs

incurred between each of the follow-up assessments (i.e.,
(Mo 3 months, 3to 6 months, and 6o 12 months). The two
estimation methods were used because of the high con-
centrarion of case management activitics during the first 3
months. The {irst period after ihe initiation of the relation-
ship involved a labor-intensive, rapport-building effort by
the case manager. This period includes building a strong
and respectful relationship with the client and identifying
personal strengths, past successes, and both formal and
informal resources in the client’s life. The level of case
management activitics decreases over time and the
amount of case manager tme per clisnt is considerably
ss inthe later stages of the project. The use of the add-on
cost caleulation method allowed for the control for the
initial high cost of case management.

Data Analysis Procedures

Analysis of variance was used (o (est the difference in
the number of substance use—tree days among the four
aroups. The Tukey studentized method was used for mul-
tipte comparisons, Age, gender, and severity of abuse at
baseling were included as control variables.

Avcrage costs for cach of the condition groups were
estimated from the sources described above (substance
abuse treatment facility and casc management infor-
mation system) for each follow-up period. The cost-
cffectivencss ratios were caleulated using the total costs
for cach group as the numerator and the number of sub-
stance abuse—free days per month as the denominator.
Sensitivity analysis was conducted to a: the robust-
ness of the results, For the sensitivity analysis, the nun-
ber of substance abuse—free days during the three foilow-
up assessments was varied by using the average and the
Tower and upper 95% confidence intervals (CIs).

RESULTS AND DISCUSSION

Patient Characteristics

Clicnt descriptive statistics are presented in Table 1
‘The average age of residential clients in the study was
33.5 (SD =8.8), with most of the sample below 46 years
of age. More males (59.1%) participated in the study
groups than females (40.9%). More than four fifths of the
sample (83.3%) was Whitce, followed by African Ameri-
cans (12.7%). A high percentage of clienis (82,0%) had
no significant other. The sample was roughly divided
equally among the four study groups: the treatment
agency group {25.2%), the social service ageney group
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TABLE 1:  Descriptive Statistics of the Sample Characteristics
at Baseline for Residential Clients
Characie 5 N %
Age* 627
181025 1 217
261035 227 36.2
361045 202 32.2
458 10 55 58 2.3
<55 4 0.6
Gender 843
Male 80 59.1
Femals 263 40.9
Race 654
White 545 83.3
Black 83 12.7
Hispanic 3 12
Incian 10 16
Others 3 12
Sigrificant other 855
Has no significant other 537 82.0
Case management condition 662
Treatment agency 167 252
Social service agency 180 242
Telecommunication 147 22.2
Control 183 28.4
“Mean age standard deviation = 8.8.

(24.29%), the telecommunications group
control group (28.4%).

22.2%), and the

Subsiance abuse free days. Ateach of the three follow-
up points, no significant differcace was detecied between
the intervention groups and the control group on changes
in substance abuse—free days (Table 2). One trend in cli-
ent self-reports across all {our study conditons was a
higher average nuimber of substance abuse—{rze days in
carlicr than Tater onts

Cos

Effectiveness Analysis

Camulative costs valuavion. Table 3 presents the
cumulative costs of case management and substance
abuse treatment for each of the (reatment conditions at
cach of the three periods. Al 3 months, the case manage-
ment conditions incurred more costs than the control
group. As discussed, this was cxpeeted because of the
tirme spent building up a relationship with the client, All
three case management conditions had higher costs of
treatment than the control group. Clients receiving ¢
management through the treatment agency had the Jowest
average freatment Costs compa to the other two ¢ase
management condilions ($1.795 vs. $2.026.10 and
$2,058.80). The treatment agency group also incurred the
lzast wial costs among the (hree case management

conditions. Clients receiving case managetnent through
the social services agency incurred the highest Tabor costs
and travel cxpenscs.

At 6 montbs, the three case management conditions
continued lo incur more (otal cosis than the control group.
Clients receiving case management at the treatment
agency remained the least expensive of the three interven-
tion groups. However, at this point the total costs of the
telecommunications group were less than the social ser-
vice agency group. Labor and travel costs for the social
service agency group were the highest among the case
management conditions.

The 12-month estimated costs showed that two case
management groups—ihe treatment agency group and
the social service ageney group—incurred treatment
costs that were Iess than or very close to those of the con-
trol group. The telecommunications group incurred the
most total costs among the four study groups.

Add-on costs valuation. Costs calculated incre-
mentally (baseline o 3 months, 3 10 ¢ months, 6 10 12
months) for cach of the four study groups arc preseated in
‘fable 4. The 3-month results are the same as the cumula-
tive results. Tor the 3- to 6-month inferval, the results
show thal clienis receiving case management inany of the
three case management conditions incurred lower incre-
mental reatment costs than the control group. Also two
of the three case managemenl conditicns—-he treaiment
agency group and the social service agency group—
incurred lower total costs than the control group, In the 6-
to 12-month interval the results reveal that the total incre-
menial costs for each of the ihree case management con-
ditions exceeded ihose of the conirol group. Clients
receiving case management through the social service
agency had significantly lower incremental treatment
costs than the other groups but higher labor and travel
COsts.

Cost-effectiveness ratios. Table 5 preseats the cost per
substance abuse—{iee day for each of the study groups at
the three follow-up assessments. None of the case man-
agement cordlitions was more cost-effective than the con-
trol group. Administering case management through the
treatment agency was the most cost effective among the
three case management conditions at the 3- and 6-month
assessments. ‘The cost per substance abuse--(ree day was
$78.90 for the treatment agency group compared to
$91.40 for the social service agency group and $99.40 for
the telecommunications group. The difference in cost-
effectiveness ratios between the treatment agency group
and the telecommunications group widened at 6 months.
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TABLE 2: gubst;ange_e Abuse—Free Days per Month by Treatment Group and Follow-up Point: Means, Confidence intervals, and
ample Sizes

3 Months 6 Months 12 Months
Period M 95% Cf n M 95% CI n M 95% Gt n
Treatment agency 252 229274 65 240 219261 82 29 21.826.1 68
Social service agency 258 209277 73 285 212258 80 253 28.227.4 67
Telscommunications 240 217263 & 219 79 217 18.9-24.4 53
Control 25.1 23.1-27.0 £ 24.0 92 226 20.0-25.1 72
*p <0.05.

TABLE 3:  Average Cost of Substance Abuse Treatment and Case Management by Time Period and Treatment Condition

Treaiment Agency Secial Service Agency Telecommunications Controf
3 months
Average cost of treatment 17956 2626.1 1697.6
Labor (§ based on hours) 1758 2826 0.0
Travel experses 185 485 0.0
Comeuter expenses ce 9 2.0
Total costs 1987.3 2858.2 1697.6
& menths
Average cost of treatment 2592.0 2855.2 27400 2597.0
Lebor ($ based on hours) 247.0 3472 246.8 0.0
Travel expenses 285 638 223 2.0
Computer expenses (o) 0.0 291.6 0.0
Total costs 28675 30662 3300.7 2597.0
12 months
Average cost of treatment 2786.6 2702.2 2902.6 2739.7
Labor {8 based on hours) 2854 453.8 288.4 e.0
Travel expenses 436 123.3 23.4 oo
Computer expenses 0.0 00 5832 00
Total Costs 31248 3259.3 3797.6 2730.7

NOTE: Unless otherwise noted, figures are repcrted in 2001 US$.

TABLE 4:  Average Add-on Cost of Substance Abuse Treatment and Case Managemen! by Time Period and Treaiment Condition

ireatmerit Agency Social Service Agency Telecommunications Control
3 months
Average cost of treatment 1795 2026.1 2058.8 1697.6
Labor ($ based on hours) 1758 2826 164.4 0.0
Travel expenses 165 485 16.5 0.0
Computer expenses 00 0.0 1458 00
Total cests 1987.3 23582 2385.5 1697.6
& menths
Average cost of treatment 797 829.1 681.2 829.4
Labor {$ based or hours) 712 546 824 0.0
Travel expenses 12 14.3 58 0.0
Computer expenses 0.0 0.0 145.8 0.0
Tota! costs 8802 708 915.2 899.4
12 months
Average cost of treatment 1938 470 1825 427
Labor ($ based on hours) 484 1086 418 0.0
Travel expenses 151 39.5 1.1 .0
Compuler expenses 0.0 o0 145.8 0.0
Total costs 2571 193.1 351.1 142.7

NOTE: Unless otherwise noted, figures are reported in 2001 US$.

~ 52008
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TABLE 5: g)e Average Cost of a Substance Abuse—Free Day per Month by Treatment Conditicn and Time Peried for Residential
lients

Time Period: Intske to Treatment Agency Social Service Agency Telecommurications Centrot
3 months 788 @14 67.6
& months 1195 1305 108.2
12 months 1307 1288 121.2
NOTE: Figures ars reportad in 2001 US$,

TABLE6:  The Average Add-On Cost of a Substance Abuse~Free Day per Month by Treatment Condition and Time Period

Time Period: Intake to The Treatment Agency Social Service Agency Telecommunications Controf
3 months 789 914 99.4 67.6
€ months 367 301 432 375
12 months 108 78 16.6 6.3

NOTE: Figures are reporied in 2001 USS,

The social service agency group cost $128.80 per sub-
stance abuse—free day at 12 months compared to $130.70
(or the treatment agency group and a signilicantly higher
$179.19 per substance abuse—free day for the telecom-
munications group.

Calculating the cost-e(fectiveness ratios using the add-
on cost valuation is presented in Table 6. The rwe face-to-
lface case management groups achieved lower cost-
effectivencss ratios than the control group (Table 6). The
reatment agency group had a cost-elfectiveness ratio of
b3 , and the social service agency's ratio was $30.10,
compared to the control group’s $37.50 per substance
abuse—free day. The telecommunications group had the
highest ratio ($43.20), The 12-month assessment showed
that the conirol group was again the most cost-effective
among the study groups, with an average $6.30 spent per
substance abuse—free day. A close sccond was the social
service agency group with a cost-effectiveness ratio of
$7.60, followed by the wreatment agency group ($10.80),
and the telecommunications group ($16.60).

Sensitivity anafysis. Scnsitivity analysis was cm-
ployed 1o assess the robustness of the results (Figures | &
2. The conlidence in the ability 1o compare the four study
groups will be reduced by the overlap that might exist
between them because of the dispersion of variable values
around the group means. Sen: ity analysis hclps
decrease the likelihood of inappropriate conclusions that
are based on rasulls with wide variation around group
) examine the robustness of the resuits, the cost-
elfectiveness ratios for (he four study groups were com-
pared using the 95% CI boundarics of the number of sub-
stance ahuse—{ree days. The resuils show some overlapin
the cost-effectiveness ratios especially for cumulative

estimation, which highlights the lack of major diff
ences between the snxdy groups when the inputs are
changed.

CONCLUSIONS

The purpose of this study was o examine the cost-
cffectivencss of case management. Two methods of cost
caleulation were employed using cumulative and add-on
averages. Based on our results using cumnulatve costs,
the case management conditions were not more cost-
effective than the conirol group. The results changed,
however, when considering the add-on costs. Residential
clients receiving case nianagement through ihe treatment
agency and social service agency hadlower costs per sub-
stance abuse—free day at 6 months than the control group
when add-on costs were considered. These lower costs
can be parlly explained by the dramatic drop in the case
management costs compared to the high costs incurred in
the first 2 months of client paricipation because of the
extensive case management activities. These early efforts
woere essential to build a strong refationship with the cli-
ent. In the cumulative cost analyses, the high initial co
were not offset by the difference in the number of aby
{ree days between the case management conditions and
the control group. However, when costs were caleulated
as add-on, where the initial costs of case management
were not included, the face-to-face case management
conditions were more cost-cffective than the control group
(6 months) or had similar cost-elfectiveness ratios (12
months).

As mentioned previously, few, if any. studies have ex-
amined the cost-cffectivencss of case management in




65

b ° 3 months
x0 | !
®
= ! period
1 |
®
- | | —%—6 months
w» @ i eri
g w® ! pericd
e X :
8% - | | —o— 12 months
/ :
2 = = ! period
& = }
] H
© i
2 i
@ i
0 ;
Treatment Agancy Social Senze Telecommunications Control
Agensy
Treatment Conditions
Figuse 1: Analysis CostC
120 e
11e -
190 ——=3 mlcnmS
% period
o © —%— 6 menths
£ period
ﬁ 60
0 —&— 12 months
© % pericd
20
20
10
0
Treatment Social Telecommuni- Contrel
Agency Sendce cations
Agency
Treatment Conditions
Figure 2:  Sensitivity Analysis (Add-On Cost Calculation)

substance abuse treatment, let alone conducted a long-
term assessment of its effects. Studics thar have cxamined
results ol cost-benelits of alcohol and substance abuse
weatment have reponed that financial benefits begin 0
appear 2 to 4 years after freatment initiation (Holder,
1998). Because of the shori~term folow-up of this study,
conclusive evidence of the effects of case management
could not be drawn. Case management is an intervention
that introduces positive changes in the life of a substance
abuser through the trusting and strong relationship buile

hetween the case manager and the client, changes that
later help transform the clicat inro an independent self-
functioning individual. Such a transformation requires
dme to develop. One ysar might not be enough time (o see
the cffects.

Another limitation of the study is the relatively low
retention rate achieved in the follow-up assessments
(Vaughn et al., 2002). The affects ol low follow-up rates
iniantroducing bias (o study results have been addressed in
the literature. Some investigators dismissed the concern
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over bias when having lower-than-usual follow-up rates
(Hubbard etal., 1989). Others have argued that low reten-
ton affects study outcomes {Apslor & Harding, 1991;
Stout. Brown. Longabaugh, & Noel, 1996).

8o, where does this leave the question of the cost-
cffectivencss of case management with substance abuse
clieats? Obviously, our data do not support the cost-
cffectivencss of this case management model in this loca-
don. Future research could extend the length of time that
these clients are followed to defenmine if the positive ben-
cfits of case management (outcomes related to costs) hap-
n the Holder (1998) study. Second, other models
C management exist that do not include the intensity
of this model (e.g., strengths-based counseling and out-
reach), and it may be that a less intense model (c.g..
brekerage) would result in betier results. Finally, simi-
lar cost-eflectiveness studies need to be conducted in
other settings including Jarger citics fo determine if the
rural Towa selting was a negative factor (e.g.. difficulty in
tracking clicnts).

DISCUSSION AND APPLICATIONS
TO SOCIAL WORK PRACTICE

Many social workers arc required to perform a variety
of case management responsibilities with their clients,
Our assumption has usually been that case management
should help clients improve their lives and reduce signifi-
cani problems in their lives. This assumption is based on
the person-in-environment model, which guides us to
view problems within the context of the client and the
cnviromment.

A key [actor in the delivery of seeial work services is
cost. Our usual approach bas been to address clinical e
cacy and effectivencss and then recommend that cost-
eflectiveness be studied in future research. In the presen
stady, we evaluated the costs of providi
case management with clients in residential drug treat-
ment. Although our results did not support the hypothesis
that case management would be cost-effective, other
issucs clouded these results. The primary confounding
ue was the duration of the follow-up with our study
participants. In Holdet's work with patients treated for
aleoholisin, the savings in costs did net secur until the 3rd
year—and these savings were for both the target patient
and his or her families (Holder, 1998). Becanse our past
(ollow-up point was 12 months following intake, we
uld not address this delayed benefit. We looked only at
days without substance use. Some researchers, and social
workers, arguc that occasional use of some substances

(e.2., alcohol or marijuana) is an acceplable outcome if
clients’ Tives improve in other areas. Objectively mea-
sured arcas might include reduced criminal activity, more
days worked, or geeatet carned income. More subjective
outcomes might include more positive sell-esteem or
improved family relations.

We recemmend that social work practidoners desiring
to use case management as part of their practice model
first determine the appropriate case management model
for their patient poputation and for the iypical problems
presented. Case management models can be compared
and conirasted using the criteria found in Hall et al.
(2002). The major models (from largest to smallest) are
the asseriive community ireatinent approach used mainly
with mental health clients, the comprehensive appreach
that includes counscling and outreach, the broker:
model used mainly by public agencies (e.g., county social
service offices), and the monitoring {gate keeping)
approach used by the managed care and insurance in-
dustrics. Models glso vary by philosophy (problem or
strengths focus), frequency of client contact, duration of
contacts with clients and breadth ol X

focus
on many potential problems or on a few): but these
dimensions can be measured through estimates of dosage
(Huber, Sary , Vaughn, & Hall, in press). Sometimes,
coniprehe s case management (which includes out-
reach and counscling) is necessary, but many times only
brokerage case management can be supported financially
by the organization. Afrer selecting the most appropriate
medel of case management for their situation, we recom-
mend that social work practitioners collect data on dosage
(i.c. how mmch time it took to delivery servi the
schedule for delivering these services, how long services
were delivered. and specifically what kinds of services
were delivered?) so that cost issues can be addressed by
agency accountants and university researchers (Huber,
Hall, & Vaughn, 2001; Huber, Sarrazin, Vaughn, & Hall,
2003). Fer social work practitioners, we inust emphasize
the usc of evidence-based interventions with our clicots
whenever possible. Clinical wisdom can guide us when
data are not available, but studies on effectiveness and
cost-cf{cctivencss should help us identify these evidence-
based interventions and lead to better methods to evaluate
these models. As public and private agency budgets
respond to the changing goals of funding agencies, data
on ellectiveness and cost-effectiveness will become even
more important and possibly reguired in the near future.
However, il is important that swdies highlight various
other outcomes 1 work in general and case man-
agement specifically inrelation to quality of life and other
outcomes that are not easily (ranslated into dollar values,
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article examines whether supperiing caregivers ol

frail elderly through a health education program (HEPY
can reduce health care costs incurred by both the care-

givers and care recipients in an HMO sctting. HEP is an
intervention aimed at supporting and educating spouse
carggivers of frail older persons with chronic illnesses.
“The demands of caregiving can have anegative impact on
the emotional, physical, and social well-being of family
carcgivers (for a review, sce Toscland, Smith, &
McCallion, 2001). T has also been shown that caregiver
supporl groups can have a posilive impact on the well-
being of caregivers (Bourgeois, Schulz, & Burgio, 1996;
Schulz, 2000; Toseland et al., 2001; Toseland, Smith, &
McCallion, 1995: Zarit, Gaugler, & Jarrott, 1999),
Much less is known, however, about whether support
eroup interventions for carcgivers can have an impact on
health care costs. An extensive review for this study did
not reveal any studics that examined whether participa-
tion in support groups has any impact on the health care
utilization or health care costs incorred by caregivers. We
were able to identify 10 randomized conirol design

fusded
< Policy znd Resear
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1 conirol i ion: bealih co

studies that examined the financial impact of caregiver
support on care recipients, but these studics had Timited
cost data collection, small samples, and many were statis-
tically nos

The majority of previous studics have focused on
whether caregiver interventions can delay the institution-
alization of carc recipients (Brodaty & Gresham, 1989;
Brodaty, Gresham, & Tuscombe, 1997; Brodaty,
MeGilchrist, Barris, & Peters, 1993; Brodaty & Peters,
1991; Chu, Ldwards, Levin, & Thompsen, 2000; Mittle-
man, Ferris, Shulman. Steinberg, & Levin, 1996; Mohide
ct al,, 1990; Mountgomery & Borgotta, 1989; Riordan &
Bennett. 1998). These studies all indicated thai various
carcgiver and care recipient support programs led to
delayed institutionalization. therefore implying ifi-
cant health carc costsavings for carcrecipicnts. However,
these implied savings were focusad entirely on the care
recipient. Data about the health care use of carcgivers
were nof collected,

Other studics attempted to conduct cconomic evalua-
tiens of support programs for carcgivers of the clderly.
These studies had small samples, and the resulis were not
statistically significant (Drummond ct al. 1991; Miller,
Hornbrook, Archbeld, & Stewart, 1996; Weinberger
ot al., 1993). Although these interventions cvaluated in
ihe studies had a positive impact on psychosocial out-
comes, no significant health care ulilization or cost
impact was found between intervention and control con-
ditions. These studies indicated that additional research

9
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was warranied to evaluale the economic impact of care-
giver support.

Tinally, one study found significant reductions in
health care costs for some care recipients whose spouse
caregivers had participated in support groups. In this
study. carc recipients in poor health whose spouses
attended support groups had lower health care costs dur-
ing a 1-year period than did control participants. This
evaluation was limited because it only included care
recipients. No cost analyses were performed on carc-
givers (Peak, "Toseland, & Banks, 1995).

Taken together, these findings suggest that caregiver
support programs may have a positive impact on the
health care cosis of care recipients. However, given both
the limitations of the designs, sample sizes, and scope of
the cost variables ihat were measured in most of these pio-
neering studies, and the fact that no data are available
about cost savings for carcgivers, additional rescarch
appears warranted

‘The current article is the third in a serics of articles
about HED. The first focused on the short-term psycho-
social cutcomes of HEP for both caregivers and their frail
spouses (loseland et al., 2001). Short-term resulty indi-
cated that for carcgivers, HEP was more cffectiv
usual care (UC) in reducing
social intogration, Inew
pressing problerus, increasing knowledge of community
services and how 1o access them, and changing care-
givers® feelings of competence and the way that they
responded {0 the caregiving situation, Ne significant dif-
ferences existed between care recipients whose spouses
received either HEP or UC. The second {ocused on the
long-term psychosocial outcomes for thesc dyads
(loscland, McCallion, & Smith, in press). Carcgivers
receiving HEP had significant long-ierm reducticns in
depression compared to UC, an increase in knowledge of
community services and how Lo access them and a posi-
tive change in carcgivers” feclings of competence and the
way they respond to the carcgiving situation compared to
caregivers in UC. For care recipients, HEP was more
effective than UC in preventing increases in symptoms of
anxicty/insomnia ancd somatic symptoms. This article
will focus on whether there were significant health cost
savings for carcgivers and care recipients who
participated in HEP.

MFETHOD

Hypotheses

Compared with caregivers receiving UC, it was
hypothesized that caregivers in HEP would experience

significant {p < 05) reductions in oulpatient costs al &
menths, 1 year, 18 months, and 2 years after baseline, It
was also hypothosized that compared © care recipients
whose spouses were inthe UC condition, spouses ot care-
givers participating in HEEP would experience significant
(p < .05) reductions in outpatient, inpatient. and total

costs at 6 months, 1 year, 18 months, and 2 years alter
bascline.

The swdy participams were all recruited from a staff
model HMO. Pive centers contained medical statf
employed to serve the patients enrolled with the HMO.
Recrvitment strategics included referrals from HMO
staff; direct mailings o married couples 55 and older, ly-
ersdistributedin the HMOQ, and referrals [rom physicians,
nurses, and social workers in the HMO. Caregivers were
eligible to participate in the stady if they were 55 years of
age or older and married to a spouse with a chronic iflness
who was also a member of the HMO. Care recipients had
o be 55 years or older and sutfering from a chronic ilt-
ness, The Activities of Daily Living (ADL) section of the
Older Americans Rescarch and Services Center Instru-
menl (OARS) was used {o screen for the functional
impairment of the care recipient. To be cligible for partic-
ipation, care recipients had i have at least two ADIL. or
TADIL. impairments as measured by the OARS instru-
ment. The psychometric propertics of the OARS ADL
scales are well established (Filieabaum, 1978).

o ensure that carcgivers wore sufficiently stressed to
benelit from the intervention, they had 1o have a strain
score of at least 7 on the Caregiver Strain Index (CSD to
participate. The 13-item CSI generates an overall
caregiving strain score (range 010 13) and has goad inter-
nal consistency (v = .86) (Robinson, 1983),

Caregivers and care recipients were screened for their
cognitive functioning by using the Short Portable Mental
Status Questionnaire {SPMSQ). This 10-item question-
naire has good test-retest reliability (# = .81), and its
validity has been established (Pfeifter, 1975). 1o ensure
that caregivers could Iearn from the intervention, they had
to score at least an 8 on the SPMSQ to remainin the study.
Psychosocial outcome data from carc recipients who
scored less than 8 were excluded from data analyses, but
their medical data were used in cost analyses.

The 105 carcgiver—care recipicnt dyads that agreed to
participate signed a consent form allowing the release of
their medical cost data from 6 months prior to the inter-
vention baseline 1o 2 years after baseline, The spouse cou-
ples atse compleied psychosocial measures at four time
periods (bascline, 8 weeks, 1 year, and 2 years).




71

and. Smith / CAREGIVER ITHALTH EDUCATION PROGRAM 11

TABLE 1:  Caregiver Demographics TABLE 2: Care Recipient Demographics
of  int Control e
Variable Years  Years Statistic Variable Years Statistic
Age 89.9 887  1=791 Age 725 725
Total years married 9.2 396 i=.597
2% %
% %
Gender i = 449
Gender Famale 36.9 275
Female 7038 66.7 Waie 6.1 72.5
Male 292 383 Race/ethnicity 2 =110
Race/ethnicity £ =1414 White 96.4 85.0
e 938 89.5 Black 36 50
42 35 Other 0.0 20
i 21 7.0 Empioyment status ¥} = 4482
Employment status 7 =2.491 Fuli-time 5.4 00
Fuli-time 83 8.8 Part-time 36 0.0
Part-time 148 8.8 Unemployad 2.0 Q0
Unerployed 21 1.8 Retirad 76.5 775
Retired 750 772 Disabled 143 25
Disabled 0.0 3.5 Highest lavel of sducation 22 =8809
Highast level of education %2 =13.48 Less than 7 years 1.8 75
Less than 7 years 2.1 0.0 dunier high schoal 3.6 7.5
Junior high school 21 5.3 Some high school 16.1 20.0
Some high school 188 3.5 High school graduate 288 25
High school graduate 375 29.8 Soms college 12.3 275
Some college 313 333 College graduate 17.9 75
Coilege gracuate 42 14.0 Graduale or prefessional 17.9 75
Graduate o professi 42 14.0 Activities of daily living score 17.8 88
Garegiving acivities Functional abilities
Help from others 255 24.6 Very poor 5.3 7.0
Receiving other HMO help 8.3 123 Poor 8.3 15.8
Farticipating in support group 8.3 8.8 Fair 39.6 208
Hours per day caregiving 58 8.6 Good 37.5 263
Very good 8.3 5.3
Excelient 0.0 18
Heaith ¥ = 12902
‘lable 1 presents demographic data about the care-  Very poor ﬂo,o 70
givers in the study. As can be seen in Table 1. the average :}?’ ggj ‘g ?
caregiver age was 70 years old. The majority of caregivers  good 35.4 228
were White, retired, and female. No significant differ-  Very good 5.3 123
Excellent 0.0 7.0

ences on any of the demographic variables were found at
baseline between caregivers in HEP and UC.

bic 2 presents demographic data about the care
recipients. Table 2 shows that the average age of care
recipients was 73 years old. Most care recipients were
‘White males who were no longer working. Ascanbeseen
in Table 2, no significanu differences on any of (he demo-
aphic variables were found at bascline between care
recipients in HEP and UC.

Design

Caregivers and their spouses were randoinly assigned
ve HEP or UC. Each caregiver had an equal
chance of being assigned to cither arm ot the study., Using
an intenton-1o-treat methodology (Applegate & Curb,
1990}, health costs for both groups were compared during

the 30-month period from 6 months prior to bascline until
2 years after bascline.

Setting

The HMO frem which participants were recruited was
a stall mode!, closed-panel HMO that served 368,000
individuals in the Northeast. Tt operated with the basic
concept of the primary care provider (PCP) as gatckeeper,
most of whom were employed as stafl by the HMO. PCPs
in the system were physicians, nurse practitioners, or
physicians’ assistants practicing in the felds of internal
medicine, family practice, or pediatrics. All specialty
care, home care, inpatient care, and emergency room care
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TABLE 3:  Description of HEP Weeldy Meetings

Mesting

Description

Mesting 1
Hesting 2
Maeting 3
Meeting 4
Meeting 5
Mesfing 6
Meeting 7
Mesting 8

Reiaxation techniquas practiced, problem solving
Cognitive restructuring activities, problem soiving

Overview of major concepts of HEF, introdustion of membars to group, description of eight-step problem-solving mods!
Identification and iabeling of reactions tc caregiving, discussion of effactive and ineflect
Importance of informal supports for caregivers, exerise on using sxisting family and frisndship networks, probiem solving
Learning about formal community resources and servioes, problem solving

Felaxation techniques introduced and practiced, problem solving

¢8 coping machanisms, probiem solving

Conglusion of weekly mestings, cognitive restructuring activities, preblem soiving

NOTE: HEP = health education progrant

TABLE 4 Description of HEP Menthly Meetings

Meeting Dascription

Mesting 1
Meeting 2
Meeting 3
Hiesting 4
Meeting 5
Meeting 6
Meeling 7
Meeling 8
Meeting® Legal issues pertaining to health care
Meeting 10 Preparing for t!

Effective communication with health care providers

Safsty in the home

Nutiton

Normal and abnormal aging processes

Safe exercises and adlivities for care recipients

ture, obtaining additional resources and help if needed, review of various skills and

Safe and effective techniques for providing car within the home
Prescription medicine, over-the-counter drugs, aliemative medicine

Communication between the caregiver and the care recipient

of HEP,

NOTE: HEP = heaith education program

had 1o be preauthorized. Two hundred eighty-six thou-
sand were members of a traditional HMO, and 82.600
were enrolled in a peint-oi-service plan, Participation in
this study was limited to members enrolled in the tradi-
tonal HMO beaefit package. The traditional HMO bene-
fit package included a nominal visit fee (copayment) for
each service, with coverage for well-care, unlimired inpa-
Gent care, home carg in lieu ol hospitalization, and 20 owt-
patient mental health visits anoually. To control costs,
employers had the ability to tailor copaymenis and
benefits,

Intervention Conditions

TTEP Condition

The HIZP condition consisted of a group intervention
led by a social worker. The groups contained between 5
and & caregive ach group wet for § weekly, 2-hour
sessions, followed by 10 monthly, 2-hour sessions. Table
3 describes the HEP weekly meelings. Tabiz 4 provides a
description of the monthly mectings.

The major components of HEP included (a) emotion-
(ocused coping strategies, (h) education about caregiving
and community resources, (¢) problem-focused coping

strategies, and (d) support. The first hali of each weekly
meeting centered on emotion-focused coping strategi
The second hali ol each weekly meeting focused on prob-
lem-focused coping strategics, using an cight-step prob-
lem-solving maedel. Throughoul each meeting, partici-
pants were encouraged to bond with the other group
members by sharing their experiences and problems and
empathetically listening andrespending. Tn this way, sup-
port was interwoven throughout cach group meeting.

To illustrate the structure of the social work compo-
nents interwoven throughout the HEP fntervention, acase
example will he . ‘This case example foc on
Sophia, a 73-year-oid woman whose husband has Alzhei-
mer’s disease. Sophia’s experience in the HEP group was
enhanced by both her own participation, sharing strate-
gieg she’d used to cope, and the contributions of other
eroup members, who helped ber look at new approaches
for caring for her husband while maintaining her own
aulonomy and sense of well-being.

During the first weekly meeting, Sophia introduced
hersell 10 the other group members and was given an
overview of what to expect from the HEP. She deseribed
the impact that her husband’s iliness had on her and found
it very comforting that other group members were going
through similar sitnations, group exercise, the secial
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worker presented the eroup with a list of pressing prob-
lems and asked the group members to think about what
was most distressing to them about providing care. Atthe
conclusion of the first meeting, Sophia was paired up with
Rose, who became her “felephone buddy” for the rest of
their time in HEP. Rose, like Sophia, also cared for a hus-
band ill with Alzheimer’s, and their pairing up allowed
both women the chance to talk on a regular basis by tele-
phone belween meetings to semeone else about the expe-
ricnces of providing care to a frail spousc.

Atthe beginning of Meeting 2, the social worker asked
each member o reveal their three most pressing prob-
lems. Prior to the group mecting, Sophia had identificd
three pressing problems that were causing her distress:
her lack of help from other family members (primazily,
her thrze children who all lived out of swate), her feelings
olisolaton because of the all-encompassing role of being
her husband’s carcgiver. and the communication prob-
lems she encountered with her husband. The social
worker Icading the group explained that onc purpose of
the group was to provide everyone with assistance with
solving some of their pressing problemss and that an eight-
step problem-golving mode! would be used for this pur-
pose. Sophia and the other carcgivers then began to iden-
(ily and Tabel their reactions to caregiving. Hrustration,
sadness, and feeling alone were the three reactions that
Sophia focused on. She also discussed some coping
mechanisms that worked for her—for example, cooking as
a release when she felt overwhelmed with frustration—
and seme that didn’t work (or her, such as yelling at her
husband when he couldn’t understand her directions.
Meeting 2 concluded with a focus on Edward, anciher
caregiver in the group. Edward presenred bis pressing
problem, and the group worked together to provide him
with some feedback and suggestions. Sophia suggested
that Bdward call some of his wife's fricnds for her to let
them know she was having a difficult time. Prior o this
ion, lidward did not think to include her fricads in
discussions ol how his wife felt. Sophia lefl the group
(eeling that she was able (o offer some help (0 someone
else, and that feeling of empowerment left her niore con-
fident W continue caring for her husband. It had been an
extremely long time since anvone had asked Sophia for
any sort of advice.

the third weekly meeting focused on the importance
of informal supports for caregivers. Members were
encouraged to make use of existing family and friendship
networks o help them 10 provide care and 1o gain support.
Sophia brought up the fact that her children lived too far
away o assist her, The other group members and the
social worker suggested thal she ask her church friends

md. Swith / CAREGIVER TIEALTH EDUCATION PROGRAM 13

for help and that she ask her children [or financial support
to help hire a cleaning se:

‘The fourth meeting focused on learning abont the for-
mai community rescurces and services. Members were
encouraged 1o describe their experiences with commu-
nity services and the help and support these services pro-
vided. Sophia had never acwally called the Alzheimer’s
Association and did not know about their respite care,
phoene support, or 11 bracelets for wandering associated
with ihe disease. The other group members were able o
share their experiences with this organization, encourag-
ing Sopbia 1o call.

Relaxation technigues such as deep breathing, pro-
gressive muscle relaxation, and cognitive imagery were
introduced during Mectings 5 and 6. Sophia was given a
stress reduction audiotape to use between sessions. ihe
audiotape included progressive muscle relaxation
instructions and soothing cognitive imagery. The deep-
hreathing technigue was used at the opening of each sub-
sequent weekly and monthly meeting to practice thiy
technigue and to put members in a relaxed mood for the
mectings. Sophia found that she cnjoyed vsing the tapes
between sessions and that they made it much easier for
her to focus some time on her own needs.

During the 1st two weekly meelings, Sophia and the
other group members focused on cognitive restructuring
strategies, including sclf-talk, perspective-taking, and
cognitive sel[-instruction strategies. Through her partici-
pation in the group, Sophia bad learned several things she
could de to help hersell. She learned that by helping oth-
ers in a similar situation, she was able to envision the
other caregivers receiving halp; these sessions helped her
apply this same logic to her own situation. For example,
instead of saving to herself, “Pm all alone.” Sophia
Tearned (o list the people she could rely on, including her
friends and her other HUP group members, especially her
telephone buddy. Rose, and some members and stall of
the Alzheimer’s Association, She also realized that she,
too, was a source of support for others, including her
feilow HEP group members.

The 10 monthly meetings were divided into two parts:
emotion-focused and problem-focused coping skills and
health education. During the first half of each monthly
meeling, the group leader reinforced the emotion-based
and problem-based coping skills that were taught during
the weekly sessions, Topics relevant (o caretaking weve
presented by the leader or invited guest speakers during
the second halfl of each monthly meeting,

During the first monthly mecting, Sophia lcarned
about some new strategics for communicating with health
care professionals. She learned that she had o be
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proactive in explaining io both her husband’s doctors and
her own doctors that she was the careg
with Alzheimer’s discase. Insicad of accepting doctors’
advice without question, she learned to ask for claritica-
ton when she did nol understand something and learned
bow to better document the progression of her husband’s
iliness between appointments, The health education com-
ponent of the mecting focused on cffective communica-
don with health care providers.

‘Ihe 2nd monthly meeting taught Sophia sonie safc and
effective techniques to help her husband maintain his
independence within their home. She learned safety
issues specific to dementia paticnts, such as locking the
oulside doors 1o prohibit wandering, labeling her hus-
band’s clothes in case he did wander, and providing sim-
ple insiructions on electric appliances se that he would be
able (o use things safely.

Pyuring the 3rd monthly meeting, Sophialearned about
some of the prescription medicines available for Alzhei-
mer’s discase and which of them were appropriate for her
hushand. She also learned the importance of throwing out
unused antibiotics and expired medicines.

Satety in the home was the focus of the fourth meeting.
Sophia learned about some new poison control informa-
tion and learned how 1o provide a saler environment {or
her and her husband by taping down scatter rugs and other
stralegies,

The 5th monthly neeling concenirated on nultrition,
Sophia reviewed what types of meals she was cooking,
and aitention was given (o the sugar and carbohydrate
contents of foods. She Iearncd what foods produce
greater levels of energy and what foods cause stomach
distress.

The 6th monthly mecting described the difference
between normal and abnormal aging processes. This was
particularly important for Sophia, becawse she had
assumed thal several of the sympioms of demnentia her
hushand was showing were actually just eff of aging
This helped her 10 understand her busband betier, and it
helped o reduce ber fears of going through a similar
experience,

During Meeting 7. Sophia was cncouraged (o begin
walking daily with her husband, following a simple route
50 that he did not get too disoricated. She also vowed to
take more time to do her moraing yoga, which she had
neglected throughout the past year,

During Meeting 8, Sophia learned how to communi-
cate with her busband without the level of frustraiion and
anger she sometimes expericnced. By speaking in shorter
seniences, (alking stower, and repeating her words, she
found that her husband understood things more clearly.

Some other strategies she learned during the session are
presented in Mainiaining Conurmmication With Persons
With Dementic (Yoseland & MeCallion, 1998).

Monthly Mecting 9 was important for Sophia because
she received counsel on how much her husband was
legally able to speak for msclf because of his discase.
Luckily, she had already been assigned his healih proxy,
but this meeting provided Sophia with vital information
concerning their financial matters, power of attorney, and
whether it was 100 laie in his disease progression for her
husband to create a living will.

The final monthly meeiing provided

ophia with a
s were as her
and’s discase progressed. She learned about housing
options, such as Continuum of Care Retirement Centers,
which she had never known existed. She also Iearned
about what hospice olfers and what nursing homes exist
in the region, During this final mecting, she Jet the group
know how much she had learned during their time
together and how much conlidence she had gained in
deating with her husband’s illness.

UC Condition

Caregivers not randomly assigned to the intervention
condition were provided the UC they received from the
HMO, Caregivers inboth conditions were Iree (o seek any
additional community or HMO supports that they
needed, including medical, social, or psychological
support services,

Group Leaders

Three group leaders were hived 1o conduct HEP. Each
Ieader conducted three groups. All group leaders held an
M.S.W. degree and had previous experience with group
social work interventions. The principle investigator
trained the leaders prior to their leading any group. A 70-
page lzader’s manual has been developed and was used
for training, in addition, the group scssions were audio-
taped 1o provide quality assurance. The principle investi-
gator listened to cach tape after the session and provided
consultation and supervision to the group leaders
throughout the study.

Meusurement

The HMO costs were adjusted 1o (it the 1998 Medicare
lice Schedule. Approved billing was used for any claims
not covered though Medicare, such as ancillary charges.
Costs were coded into categorics using the billing and
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site-of-care classifications. Health cost categories
included outpatient costs, inpatient costs, emergency
room costs, drug costs, and towal costs. The data were thes
aggregated into semiannual (6-month) costs.

Ouipatient costs included any charges that did not
include an cmergency room visit or an overnight stay ina
hospital. These costs included medical procedures, out-
patient surgery, diagnostic procedures, and ancillary care.
Tnpadent costs included any cost incurred during an over-
night stay in a hospital, inclading medical procedures,
surgery, diagnostic procedures, and ancillary care.
Because nursing home care was oaly paid for by the
HMO if the care was rehabilitative and required skilled
nursing care, these charges were captured within inpa-
tont costs. Limergeney room costs included only those
without a hospital admission. If the patieni was admiuted
from the emergency room (o the hospital, the HMO coded
the entire incident as an inpatient episode. Dmg costs
covered by the HMO were included in the analysi:
these data had some limitations. Only costs a
with prescriptions filled at the HMO’s pharmacy were
included in the HMO cost databasc. Preseriptons filled at
neighborhoed pharmacies, by mail, and the like were not
included. Also, some patients had alimit on the amount of
preseription drugs allowed in a time period. Total costs
included all inpaticnt, outpaticnt, emergeney room, and
drug costs lor each pavent.

There were other limitations of the cost data that we
were able to collect. Dental costs were not considered for
this analysis because (ew palients had dental care that was
covered through the HMO. We attempted to collect hicalth
care

S,

sty not covered by the HMO. Each participant
received monthly forms designed to record any non-

HMO health care usage, but these forms were sporadi-

cally filled out, even with repeated reminders. Therefore,
we do not have a measure of non-HMO costs for carc-
givers or care recipients.

Data Analyses

Baseline demographic variables for the HilP and UC
aroups were compared using Student’s rand 3 ests. Cost
data were transformed using square-root and log transfor-
mations. The effects of the intervention on health costs
were analyzed using random effects regression modsls
(RERMS) to test for the offects of condition, time, and
Condition X Time interaction cffects. There were two lov-
elsolintervention (HEP and UC), The time effect had iwo
Ievels of measurement (prebascline and postbascline).
RERMs offer several advantages over more traditional
repeated-measures designs or nonparametric tests
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Gibbons, Hedeker, & Elkin, 1993; Hedeker, 1995). Our
RERMS included adjustments for the first-order auto-
regressive error lerms that account for the higher correla-
tions in data poiats that are contiguous. RER Ms enable all
participants tc be included in the analyses. including
those participants with partial cost data. Snbject-to-
subject differences were conurolled for in the RERMs by
using random subject cffccts.

Missing data were accounted {or by either a missing
data point or a zero fixed value. Because of the intention-
to-treat design, a person was assigned a missing data
point enly for time peims after the person was deceased
or time points after the person officially dropped out of
the HMO. All other missing data were given a zero fixed
value.

Differential attrition from the groups for any reason,
including ending coverage with the HMQ, death, all-
inctusive custodial nursing home care, or hospice, was
measured through a time-to-event analysis using a Cox
proportional hazards model. A survival analysis to deter-
mine whether there was a significant differential death
rate between the HEP and UC was also performed vsing a
Caox proportional hazards model.

As in previous studics (Engelhardt et al., 1996;
Toseland et al., 1996), we found during data analysis that
despite randomization, there were baseline differences in
the health care costs of caregivers in the HHI? versus those
recgiving UC. Therefore, all analyses that are reported in
the Results section control for these bascline cost
differences,

RESULTS

Table 5 indicates that there were significantinteraction
cffects for total costs and outpatient costs for carcgivers.
The means in Table 5 show that total costs for caregivers
declined during the course of the
study, whercas costs for the UC caregivers deercased ini-
tially and then increased.

“Total cost differences can be attributed to significant
differences in the outpaticnt care, rather than to signifi-
cant differences in inpatient or emergency room care.
Table 5 shows that although outpatient costs for the HEP
group declined over time, outpaticnt costs for carcgivers
receiving UC dropped initially but then rose over time.

A significant time cffect was scen for drig costs. Both
groups had initial increases in drug cosis followed by
declines over time. No significant differences were found
for inpaticnt or ecmergency room costs for the carcgivers
enrotled in the stdy.
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Table 6 reveals that there were also significant inter-
action effects for total costs and outpatient costs for care
recipicnts in the study. Total costs increased during the
second time period after baseline for care recipients
whose spouses were in HEP, but then they declined over
time. In contrast, the total health care o for carc
recipients with speuses receiving UC rose during both
the second and the three time periods and did not
decrease at the same rate as the health care cosls care
recipients whose spouses were in MLP during the
remaining time periods.

Significant reductions in ihe total cost of beaith care
for care recipients can be attributed to significant reduc-
tons in oulpatient cosis. As can be seen in Table 6, care
recipients whose spouses were enrolled in HEP had sig-
nificantly lower outpaticnt ¢osts over fime. In contrast,
care recipients whose spouses were in the UC arm ol the
study saw a slight increase over timge in their ontpafient
costs. There was a significant ume effect for inpatient
costs for care recipients cnrolled in the study. Costs
stieadily rose over time for both groups. There were no
significant effects for cimergency room costs or drug
COSt,

Controlling for bascline cost differences, cost calcula-
tious indicate that caregivers in HEP had a t cost sav-
ings of $255.696.00, whereas total cost savings for carc-
givers in UC were $141,888.00. Therefore, participation
in HEP saved the HMO $113,808,00 in caregiver costs,
The HMO spent $1,529.89 less per person on caregivers
in the HEP condition than on caregivers in UC during 2
years

Controlling for baseline cost differences, cost calcula-
tons revealed that care recipients whose spouses were in
HUP had cost increases of $80.830.06, whereas care
recipients whose spouses were in UC cost the HMO
76.483.20. "therefore, participation in HEP saved the
HMO §195,653.14. Care recipients whose spouses were
in HEP cost the HMO an average of $1.418.07 per person,
whereas care recipients whose spouscs were in UC cost
the HMO an average of $5,760.00 per parson. Overall, by
participating in HLIP, caregivers and care recipients saved
the HMO $309,461.14.

‘i'he Cox proportional hazards model revealed no sig-
nificant differential attrition between the two groups of
caregivers and care recipients. Also, no survival differ-
ences were found among caregivers or care recipients
assigned to HCP or UC. Overall, HEP and UC carcgivers
had similarrates ol attrition and very lew deaths, The care
recipients followed a similar pattern, with no significant
differences between UC and HEP care recipients.

SALTH EDUCATION PROGRAM 17

DISCUSSION AND APPLICATIONS
TO PRACTICE

The BEP had a significant impact on total costs for
both caregivers and care recipients. The data indicate ihat
the significant impact on total costs was driven by signifi-
cantreductions in cutpatient costs lor both caregivers and
care recipients. Over time, participation in HEP by care-
givers and care recipients saved the HMO $309461.14.
Group lzaders were paid $150 1o conduct each session,
There were a total of 20 sions for cach of the nine
groups ihal were conducied. Therelore, HEP cost the
HMO $27.000 in lcader costs. Lven considering recmit-
ment and overhead costs, these findings suggest that HUP
was cost-elfective for the HMO.

The findings for carcgivers exceeded the hypotheses
presented earlier in this article. We had hypothesized that
caregivers in HEP would experience significant reduc-
tions in outpatient costs. Data from the study support this
hypothesis. We did not expect, however. that this differ-
ence in outpatient cost would be so great that there would
also be significant wtal cost savings.

“T'he pattern over time of total costs for caregivers sug-
gests that HEP had an immediate offcet on health care
s. Table 5 shows that health care costs fell from
$2.131.68 preiniervention © $944.78 during the first
period when HEP was implemented. Then, total health
care costs dropped only slightly during the remaining
time periods. This suggests that the 8 weekly sessions had
an immediate impact on the health care costs incurred by
caregivers. One can speculate that the emotion-focused
and problem-focused coping strategics taught during
weekly group meetings reduced caregivers’ needs 10
make outpaticnt visits to the HMO. The emphasis on tak-
ing better care of onesall, taking time of( from caregiving,
and using the emotion- and problem-focused coping
strategies to reduce stress, tenston, and anger associated
with caregiving appears o have reduced the need (o seek
outpaticnt services, HIP may have also reduced psycho-
somatic symptoms that lead o unnecessary outpatient
visits, However, this study did not include a measure of
psychosomatic symptows. Tuture rescarch may want 1o
include measures of somatic complaints or other vari-
ables (o help explain why oulpatient visits would decline
for caregivers. In any case. the findings of a significant
reduction in cutpatient costs for caregivers has imporiant
policy and program planning implications because it
implies that a relatively low-cost program such as HEP
can save health insurers money in a refatively short time
period.
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Dhata about care recipients” health case costs did not
support all of our hypotheses. We had expected signifi-
cant interaction cffeets not only in total costs and outpa-
tient costs but also with inpatient costs and drug costs,
However, there was no significant interaction elfect for
npaticnt costs or drug costs.

In contrast (o caregivers, care recipients did not
respond immediately to the HUP intervention. Total costs
rose for HEP care recipients afier baseline and then
declined during the 6- to 12-month and 18- to 24-month
time periods. One explanation for this finding is that HIP
caregivers were made aware of medical conditions of the
care recipient that required the attention of providers by
participation in the group. Al the same time, higher rates
of health care utilization for these health conditions ini-
tially may have prevenied health care use later in the siudy
period. Another possible explanation is that changes in
caregivers” weli-being (less stress, taking better care of
sell, ete.) may have had a gradual salubrious effecton care
recipients” well-being (better relationship with spousc.
less stress in interactions with spouse. eic.), and this, in
wrn, may have led to less need for outpatient services
over the Jong term.

There are a number of limitations to this study that
should be considered when evaluating the results ihat
were obtained. The HMO claims database did not include
institutional costs, day care costs. respite care costs, or
dental costs. Drug costs for siudy participants were only
captured if purchased in the HMO pharmacy. Any pro-
seriptions filled at neighborhood pharmacies or by mail
were not included in this analy: o
on the actual rates paid by the HMO without any
Medicare fee schedule adjustment. For all other proce-
dures. the Medicare DMLE (durable medical equipment)
schedule was used, except when no price was assigned
from the Medicare DMYE schedule. No prices were
assigned in certain cases because Medicare did not cover
. In these cases. we used the amount paid by the
HMO for the claim. There were relatively few claims with
no assigned Medicare DME schedule rate. Emergency
toom costs were lower than anticipated because the HMO
coded an emergency room visit as an inpatient episode i
the person wag admitted to the hospital,

This articie is one of the first to exanvine health costs
for caregivers and care recipients participating in a carc-
giver support program, Mosi previous studies have heen
limited to cxamining costs associated with tme to
institutionalization, Only one study by Broday and
Peters (1991) inchuded total health can and that
study focused on costs {or care recipients in Australia,
Additional studies examining comprehensive cosis (or

both caregivers and care recipients are needed. This arti-
cle focused on a chronically ill older population with
mixed diagnoses. Additional stadies should be designed
o examine health care costs among care recipients with
specilic diseases and care recipients with a high risk of
being hospitalized or institutionalized.
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[Additional submissions for the record by Ms. Shea-Porter fol-
low:]

CLINICAL SOCIAL WORK ASSOCIATION,
Seattle, WA, July 28, 2008.

Hon. CAROLYN McCARTHY, Chairwoman,
Subcommittee on Healthy Families and Communities, U.S. House of Representatives,
Washington, DC.

DEAR CHAIRWOMAN MCCARTHY: Thank you so much for the opportunity to provide
information to the Subcommittee on Healthy Families and Communities on the cur-
rent state of social work in America. The Clinical Social Work Association is pleased
to offer the clinical social work perspective on this important topic. Clinical social
work, an important subspecialty of social work, is one of the major providers of men-
tal health treatment for families, especially in assisting families with the care of
children and the elderly. Licensed clinical social workers (LCSWs), called licensed
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independent clinical social workers (LICSWs) in some states, are the largest group
of mental health professionals, providing services for mental health and chemical
dependency disorders to all strata of society.

There are approximately 175,000-200,000 licensed clinical social workers across
the country (ASWB, 2007), by far the single largest group of mental health clini-
cians (SAMHSA, 2001). Licensed clinical social workers have at least a Master’s de-
gree plus 2-3 years of supervised post-graduate training or roughly the same clinical
training and experience as psychologists. The concept of biopsychosocial assessment,
so crucial to understanding and treating mental health and chemical dependency
disorders, was also an outgrowth of basic clinical social work concepts (Simpson, G.,
Segall, A., and Williams, J., “Social Work Education and Clinical Learning,” Clinical
Social Work Journal, March, 2007.) The clinical social worker’s scope of practice in-
cludes diagnosis of mental health and chemical dependency disorders and provision
of clinical treatment for these disorders, popularly known as “psychotherapy”, “talk
therapy”, or “counseling”. In addition, clinical social workers assist with problems
in social functioning within a “person in environment”. (Karls, J. and Wandrei,
K.,1994, Person-in-Environment System: The PIE Classification System for Social
Functioning Problems, NASW Publishing.)

According to a Consumer Reports survey of over 3000 participants who received
help with emotional and chemical dependency disorders, “Talk therapy rivaled drug
therapy in effectiveness. Respondents who said their therapy was ‘mostly talk’ and
lasted at least 13 sessions had better outcomes than those whose therapy was ‘most-
ly medication.” Therapy delivered by psychologists and clinical social workers was
perceived as effective as that given by psychiatrists.” (Consumer Reports, “Drugs vs.
Talk Therapy,” October, 2004.)

The CSWA membership can attest that LCSWs are providing talk therapy that
works in a variety of modalities, i.e., to individuals, couples, families, in several dif-
ferent settings, i.e., offices, schools, hospitals, and skilled nursing facilities, among
others. The capability and skills of clinical social workers to provide a wide array
of services in a variety of settings is partly due to the training that all social work-
ers receive in understanding internal and external systems. In rural areas, clinical
social workers are often the only mental health providers available. Fortunately,
most insurers, including Medicare and TriCare, accept LCSWs as reimbursable pro-
viders for mental health treatment.

The most difficult areas of social work practice are those where abuse is reported,
which often include the vulnerable populations of children, the elderly, and/or the
disabled. Domestic violence and addictions also generally contain multi-faceted dif-
ficulties. These situations, which include harm to self or others, are the most com-
plex and most challenging to resolve, both in terms of impaired social functioning
and mental health disorders. Licensed clinical social workers could be a valuable re-
source in the biopsychosocial assessment and treatment of these situations, but
often this work is being conducted by caseworkers who have little or no social work
education and experience, even though they are frequently called social workers.

Cases where abuse may be present should receive services from the most experi-
enced well-trained licensed clinical social workers, in manageable caseloads, with a
funding that is commensurate with the difficulty of this work, in the opinion of
CSWA. Improving the standards of education and supervision for those who work
with the abused and their families in public and private agencies, and specifically
including clinical social workers in these jobs, would save lives, reduce harm, and
cut down on anti-social behavior which can cause people to spiral into the correc-
tions system.

In addition to cases which include abuse, there are three areas of practice which
require more biopsychosocial assessment and psychotherapy. These areas are work-
ing with the elderly, children, and active military personnel/veterans. The services
clinical social workers can provide in these areas are as follows:

e Working with the elderly involves understanding family dynamics and the im-
pact of the aging process on individuals, their families, and their communities. Clin-
ical social workers are trained to intervene effectively these areas.

e CSWA has a strong concern about the kinds of services being offered to children
and adolescents with emotional disturbance. There is an increasing emphasis on
medication alone, not talk therapy, to control behavioral problems in children. Chil-
dren and adolescents who learn to identify their feelings and put them into words,
as well as to engage others to help them function more effectively, are more likely
to become adults who are able to avoid behavior that is hurtful or harmful to them-
selves or others. LCSWs are the trained professionals who, in many cases, help chil-
d}t;en who have not been able to manage their feelings find better ways to manage
them.
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e The problems faced by veterans themselves, including traumatic brain injuries,
are the tip of the iceberg when it comes to addressing the myriad problems caused
by the impact of deployment on the spouses, children, and other family members
of those who have served their country in the military. The levels of domestic vio-
lence, emotional disturbance, and addiction disorders involving spouses, children
and extended family of current or discharged members of the military are far above
the national average (Center for the Study of Traumatic Stress, Overview for Practi-
tioners, 2008, hitp:/ www.centerforthestudyoftraumaticstress.org [ downloads |
CSTS%20Helping%20Service%20Members%20for%20Providers.pdf). Licensed clinical
social workers are qualified to provide the crucial services to treat these serious
problems. As H.R. 5447 states, the need for clinical social workers to provide serv-
ices in these critical areas is increasing, and there is an anticipated shortage of clin-
ical social workers to serve these populations.

In addition to these crucial areas, there hundreds of thousands of clinical social
workers providing effective psychotherapy and improved social functioning to our
citizens at all economic levels and in a variety of settings, a major part of our men-
tal health and social service delivery system.

CSWA is proud to help clarify the role of clinical social workers as the mental
health professionals who treat problems in emotional and social functioning. We ap-
preciate the efforts of the Subcommittee to understand the many ways that social
workers contribute to our country’s well-being and CSWA would be happy to assist
your sub-committee further.

Sincerely,
KEVIN HOST, President,
Clinical Social Work Association.

The NASW Code of Ethics and State Licensing Laws
By SHERRI MORGAN, JD, MSW, NASW (c) June 2007

Development of the NASW Code of Ethics and Legal Regulations

The first formal code of ethics adopted by social workers was published in 1947
by the American Association of Social Workers (Reamer, 2006). Almost fifteen years
later, in 1960, the National Association of Social Workers published its first Code
of Ethics. It has evolved and been revised several times since then, in 1979, 1996
and 1999.

During the 1960s only seven states had passed some form of credentialing stat-
utes for social workers (Biggerstaff, 1995). This number doubled in the 1970s, in-
creased in the 1980s, and by the early 1990s some form of licensing, registration
or certification for social workers was required in all states and the District of Co-
lumbia (Biggerstaff, 1995).

As the profession of social work evolved and gained statutory recognition among
the states, the NASW Code of Ethics was used as a primary source for national eth-
ics standards. In states where there was no regulation, the NASW Code of Ethics
set the standard for ethical social work practice. Thus, until the last decade of the
20th century, state licensing did not cover all of the states, and the NASW Code
of Ethics filled a critical role, unmet by other forms of professional governance.

As states developed rules of conduct for the discipline of social work licensees,
they often relied on the standards of the NASW Code of Ethics as a guideline for
acceptable professional behavior. NASW also promoted the creation of state social
work licensing and regulation, publishing a model licensing law in 1970 (Models for
licensing, registration, 1970). The relationship between professional association
standards and the development of state-by-state regulation has necessarily been,
and continues to be, an interactive one.

As the federal government has increasingly played a role in standardizing the pri-
vacy and security of client treatment records, the Department of Health and Human
Services (HHS) has acknowledged the unique role of professional ethics standards.
In its preamble to the Health Insurance Portability and Accountability Act (HIPAA)
privacy standards, HHS stated, “We expect and encourage covered entities to exer-
cise their judgment and professional ethics in using and disclosing health informa-
tion, and to continue any current practices that provide privacy protections greater
than those mandated in this regulation.” (Standards for Privacy of Individually
Identifiable Health Information, 2000). Although the current HIPAA privacy stand-
ards defer to more stringent state laws regarding disclosure of confidential client in-
formation, the need for uniform national standards is emerging as a critical and
controversial issue in the development of electronic medical information systems.
Traditional standards for the protection of client information that are common to
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both the NASW Code of Ethics and social work licensing boards’ codes of misconduct
may be vulnerable to erosion from new data transfer standards.

Rationale for Incorporating the NASW Code of Ethics into State Law

Current legal research indicates that almost half the states are relying on the
NASW Code of Ethics for some portion of the state’s regulation of the social work
profession. The use of the NASW Code in state social work licensing laws or regula-
tions serves a number of purposes. Reference to a national standard for professional
conduct in state law or regulation provides a touchstone to enhance local and re-
gional recognition of social work as a profession. Since social workers in a particular
state may come from many locations and out-of-state schools, incorporation of the
NASW Code serves to reinforce the common underpinnings of professional social
work galues, education, and training, regardless of social workers’ geographic back-
grounds.

The NASW Code of Ethics is the longest-standing and most consistently developed
set of standards that have been part of the social work professional culture for
longer than any state law. Inclusion of the NASW Code of Ethics creates a uniform
standard for all social workers subject to the state standard. Thus, NASW members
and social worker non-members are all on notice that they need to understand and
comply with national standards and to consider how to integrate the high standards
of the NASW Code with other state and workplace requirements.

The NASW Code was developed by social workers for the social work profession
with the interests of the public in mind. For states with composite or “multi-discipli-
nary” licensing boards, inclusion of the NASW Code of Ethics assists licensing board
members to clarify the unique standards applied to social work licensees. Inclusion
of the NASW Code in specific practice areas also assists in the recognition of social
workers’ unique role among other professionals, such as in the school setting, hos-
pice or specialty clinics.

Social Work Licensing Boards’ Treatment of the NASW Code of Ethics

Twenty-two states explicitly incorporate the NASW Code of Ethics into some por-
tion of state law. In most of these states the NASW Code is referenced, incorporated
or adopted as part of the state social work disciplinary standards. However, there
are other applications as well. Interestingly, South Dakota makes the greatest num-
ber of multiple uses of the NASW Code of Ethics among all the states. South Dakota
includes the NASW Code in both statute and regulation and relies on two separate
versions of the Code, uses it in the definition of practice, as a rule of conduct, and
requires a statement of adherence to the Code’s principles for licensees and super-
visors.

The NASW Code of Ethics in state social work law is used in several ways, includ-
ing:
o As part of the definition of social work practice
e As a rule of conduct
e As a curriculum requirement for social work students
e As part of the continuing education requirement.

Clinical Social Work Definition

Rhode Island includes adherence to “the principles and values contained in the
NASW Code of Ethics,” as part of its definition of clinical social work practice, rath-
er than as an explicit standard of misconduct. Thus, in that state only ethical prac-
tice falls within the scope of practice. Code R.I. R. § 15 050 001. South Dakota has
a similar provision, S.D. Codified Laws Ann. § 36-26-45; however, it also includes
the NASW Code of Ethics as a standard for evaluating misconduct, § 36-26-32. Min-
nesota includes the NASW Code of Ethics standards in its definition of “professional
social work knowledge, skills, and values.” Minn.Stat.Ann. § 148D.010.

School Social Work Only

California and Washington limit their application of the NASW Code of Ethics to
school social workers. In California, the knowledge requirements for the specializa-
tion in School Social Work, include knowledge of the NASW Code of Ethics, and of
the NASW Standards for Social Work Practice in the schools, and the joint policy
statement of NASW and the National Education Association. It also includes the
skill of applying the NASW Code of Ethics to school-site situations. Cal. Admin.
Code tit. 5 § 80632.3.

The state of Washington requires school social work candidates to complete
courses and/or receive experience where they will gain knowledge in relevant field
of study including the NASW Code of Ethics and school social work guidelines for
practice. Thus, the NASW Code of Ethics is used as a curriculum requirement, rath-
er than as a standard for determining misconduct. Wash. Admin. Code 180-78A-270.



83

Hospital and Hospice Social Work Only

The Connecticut Public Health Code, applicable to hospitals and hospice, requires
a written social work service plan with policies that incorporate “the current stand-
ards, guidelines, and code of ethics determined by the National Association of Social
Workers.” This provision helps to protect hospital and hospice social workers from
ethical conflicts, as it provides leverage for social workers in those settings to advo-
cate for ethical practice as a legal requirement. Public Health Code 2000, 19-13-D4b.

Composite Licensing Boards

The Wyoming board includes several mental health professions and adopted by
reference the ethics and professional standards of several different professional or-
ganizations. For three levels of social work licensees the NASW Code of Ethics is
incorporated into the rules as an appendix as “additional guidelines to ethical stand-
ards.” Mental Health Profession Board, Rules, Ch. 11 (Professional Responsibility).

Mississippi has incorporated the standards of both the NASW Code of Ethics and
the American Association for Marriage and Family Therapy, and does not distin-
guish between the professions as to whether to adhere to both sets of standards and
only the one applicable to the specific profession. C. Miss. R. § 50 032 001.

The New Hampshire board licenses five mental health professions and requires
licensees to adhere only to that set of ethical principles adopted by their professional
association. The specific associations are listed. N.H. Code Admin. R. Psy. 501.02
(1993).

Ohio subscribes to both the code of ethics promulgated by NASW as well as the
American Counseling Association, and does not distinguish that these shall apply
to the professions separately, although a common sense interpretation would sug-
gest that they should. Ohio Rev. Code § 4757-5-01 (1997).

Separate Code of Conduct Established and Inclusion of the NASW Code

Tennessee requires licensed social workers to conform to “professional standards
promulgated by the board under its current statutes and rules and regulations,” and
adopts in its entirety the NASW Code of Ethics as well. Tenn. Comp. R. & Regs.
365-1-.13 (Unethical Conduct). Ohio and Oklahoma are similar. Ohio specifies that
if there is a conflict between the board’s rules and that of the professional associa-
tion, the board’s rules shall prevail.

Judicial Application of the NASW Code of Ethics

At least 30 reported cases in state and federal courts across the country refer to
the NASW Code of Ethics. Some of these represent groundbreaking precedents, such
as the creation of a federal psychotherapist-patient privilege by the U.S. Supreme
Court in Jaffee v. Redmond, while others illustrate the common usage of the NASW
Code in a variety of matters. These tend to fall within four broad categories:

e appeals of social work board licensure or disciplinary decisions,

e malpractice or personal injury complaints filed by former clients against the so-
cial worker, supervisor, or agency,

e employment cases involving social workers, and

e cases involving social work clients where the social worker is called as a witness
or records custodian.

Practicing social workers and social work educators should be aware of how the
NASW Code has been interpreted and applied by the courts in the state where they
are practicing. The summary of cases provided as an Appendix provides a resource
for social workers seeking such information.

Conclusions and Implications for the Future

The NASW Code of Ethics relies on principles and values as a basis for relation-
ships between social workers and their clients and other professionals. It is broader,
more universally accepted, and more well understood that the various social worker
conduct codes among the fifty states. Almost half the states have relied on its provi-
sions in some form for regulating social worker conduct. These uses of the NASW
Code include definitions of social work practice, continuing education requirements,
curriculum requirements, disciplinary standards, and affirmative statements of ad-
herence to the Code as requirements for licensure.

State and federal courts have relied on the standards of the NASW Code of Ethics
regardless of whether they are sitting in a jurisdiction that has incorporated the
NASW Code into state law. The extent to which courts find the NASW Code of Eth-
ics to be a controlling authority varies. The collected opinions referencing the NASW
Code of Ethics indicate that courts are sensitive to the contours of professional so-
cial work ethics, and generally display the ability to review the NASW Code of Eth-
ics in an effective manner and apply it to a wide variety of cases.
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The incorporation of the NASW Code of Ethics as a disciplinary standard by state
licensing boards raises important questions as to how the Code should be inter-
preted and by whom. The NASW Professional Review Process affords the oppor-
tunity for volunteer NASW leaders to interpret and apply the NASW Code of Ethics.
As the organization that created the NASW Code, this is most appropriate. When
used for Professional Review purposes, the NASW Code functions as a self-policing
set of principles and standards for the profession, to avoid harm to the public, and
to provide social workers the opportunity to improve their practice and professional
relationships.

In states that have adopted the standards of the NASW Code of Ethics into state
disciplinary laws, a finding by NASW of a violation of the NASW Code of Ethics,
if reported to the state social work board, should trigger a review of the social work-
er’s conduct by the state authority. More information as to the degree of concurrence
by sltate boards with NASW Professional Review findings would be useful for future
analysis.

In other situations, state social work boards are in the position of interpreting and
applying the NASW Code of Ethics without the benefit of a prior finding by NASW.
In some instances, social work boards may have little guidance as to the accepted
contours of the NASW Code, especially for non-social worker members of a board.
The broad principles stated in the Code may seem too vague for a concise applica-
tion to the matter at hand or conflicts between provisions of the Code may create
a confusing array of alternatives. Some state boards address this by requiring ex-
pert social worker testimony as to the ethical standard of care.

As Congress and the Executive agencies continue to carve out health privacy as
the province of the federal government, rather than the states, conflicts with the
NASW Code of Ethics are likely to increase. State boards can anticipate that state
and federal legislatures and agencies will be involved in efforts to streamline the
flow of health information and that these efforts may involve changes in traditional
arenas of state regulatory power, in areas such as confidentiality and privilege for
mental health records.

In many ways, future applications of the NASW Code of Ethics could be guided
by forces and authorities external to NASW. It is important to identify ways in
which the principles of the NASW Code of Ethics will continue to influence those
external processes in order to retain the core values of the profession.
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Appendix: Court Decisions Referencing the NASW Code of Ethics

Readers should note that decisions listed as “Not Reported” do not have prece-
dent-setting value in other cases. They are presented for purposes of illustration
only.

Malpractice or Personal Injury Complaints

Carroll v. Casey Family Services, 32 Conn. L. Rptr. 297 (2002) (unpublished opin-
ion) (Connecticut).

Cosgrove v. Lawrence, 214 N.J.Super. 670, 520 A.2d 844 (1986), affirmed, 215
N.J.Super. 561 (1987) (New Jersey).

Doe v. Samaritan Counseling Center, 791 P.2d 344 (1990) (Alaska).

Eckhardt v. Charter Hosp. of Albuquerque, Inc., 124 N.M. 549, 953 P.2d 722 (1997)
(New Mexico).

Homer v. Long, 599 A.2d (1992) (Maryland).

Horak v. Biris, 474 N.E.2d 13 (1985) (Illinois).

Kara B. v.) Dane County, Mikela R. v. Dane County, 542 N.W.2d 777 (1995) (Wis-
consin).

Martino v. Family Service Agency of Adams County, 445 N.E.2d 6 (1983) (Illinois).

Roe v. Catholic Charities of the Diocese of Springfield, Illinois, 588 N.E.2d 354
(1992) (Illinois).
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Social Worker as a Witness or Custodian of Records

In re: Grand Jury Subpoena, 748 A.2d 821 (2000) (Rhode Island).
Jaffee v. Redmond, 518 U.S. 1 (1996) (Illinois).

Kinsella v. Kinsella, 150 N.J. 276, 696 A.2d 556 (1997) (New Jersey).
People v. R.R., 12 Misc.3d 161 (2005) (New York).

Social Work Licensure Board Cases

Andrews v. Board of Social Worker Licensure, Not Reported in A.2d, 2005 WL
3338880 (2005) (Maine).

Connolly v. State, Not Reported in A.2d, 2003 WL 21387189 (2003) (Maine).

Heinmiller v. Dep’t of Health, 903 P.2d 433 (1996) (Washington).

Prinz v. State Counselor and Social Worker Bd., 2000 WL 43707, Ohio App. 1 Dist.
(2000) (Ohio).

Penny v. Wyoming Mental Health Professions Licensing Board, 120 P.3d 152 (2005)
(Wyoming).

Zegel v. Board of Social Worker Licensure, 843 A.2d 18 (2004) (Maine).

Employment Law Cases

Birthisel v. Tri-Cities Health Services Corp., 424 S.E.2d 606 (1992) (West Virginia).

Enright v. Special Adoption Family Services, Inc., 52 Mass.App.Ct. 1102, 750 N.E.2d
34 (Table) Mass.App.Ct. (2001) (unpublished opinion) (Massachusetts).

Greenberg v. Kmetko, 922 F.2d 382 (1991) (Illinois).

Harnett v. Ulett, 466 F.2d 113 (1972) (Missouri).

Kelly v. City of Meriden, 120 F.Supp2d 191 (2000) (Connecticut).

Lown v. Salvation Army, Inc., 393 F.Supp.2d 223 (2005) (New York).

NASW’s Professional Review Process

Quinones v. NASW, Not Reported in F.Supp.2d, 2000 WL 744146 (2000) (New
York).

Probate of a Will
Heinrich v. Silvernail, 500 N.E.2d 835 (1987) (Massachusetts).

DISCLAIMER: The information contained in this document is provided as a service to mem-
bers and the social work community for educational and information purposes only and does
not constitute legal advice. We provide timely information, but we make no claims, promises
or guarantees about the accuracy, completeness, or adequacy of the information contained in
this message or linked to the NASW Web site and its associated sites. Transmission of the infor-
mation is not intended to create, and receipt does not constitute, a lawyer-client relationship
between NASW, LDF, or the author(s) and you. NASW members and online readers should not
act based solely on the information provided by the LDF. Laws and court interpretations change
frequently. Legal advice must be tailored to the specific facts and circumstances of a particular
case. Nothing reported herein should be used as a substitute for the advice of competent counsel.
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professions combined.

77,456

40,731
15,330

Clinical  Psychologists Psychiatrists Psychiatric
Social Nurses
Workers

Source: Mental Health, United States 2002

Published by the U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administration
Center for Memtal Health Services

2004 Nations! Associstion of Saciol Werkers. Al Bights Re served.




86

Social Workers are the Largest Group of
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Chairwoman McCARTHY. Without objection, this hearing is ad-
journed.

With that, I would like to say thank you to Mr. Davis for being
here with us. We appreciate his inputs. I thank you again, each
and every one of you.

We are adjourned.

[Whereupon, at 4:40 p.m., the subcommittee was adjourned.]

O



		Superintendent of Documents
	2013-02-04T13:45:25-0500
	US GPO, Washington, DC 20401
	Superintendent of Documents
	GPO attests that this document has not been altered since it was disseminated by GPO




